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In a number of virus diseases, such as influenza, 
mumps, and the arthropod-borne virus encephalitides, the 
diagnosis can be established by virus isolation and by de- 
termining the patient’s antibody response.’ In the polio- 
myelitis field, however, only recently have such pro- 
cedures become available and feasible. This has been due 
largely to the fact that, in the past, monkeys were neces- 
sary for the isolation of viruses from poliomyelitis pa- 
tients and for the detection of antibodies; these older 
methods were cumbersome, expensive, and of very little 
practical help to the clinician because they were too slow 
in providing answers. However, the introduction of tissue 
culture methods by Enders and co-workers? in 1949 
has given the virus laboratory new and valuable tools for 
the diagnosis of poliomyelitis and other viral infections. 
The following study, by the section of preventive medi- 
cine laboratory, Yale University School of Medicine, on 
patients from the pediatric and medical services of the 
Grace-New Haven Community Hospital, from July to 
December, 1954, illustrates the value of virus isolation 
and serologic (antibody) tests in helping the physician 
to make an early diagnosis of poliomyelitis infection. 


CLINICAL MATERIAL AND METHODS 


Classification.—Ninety-six patients from the adult and 
pediatric services admitted to the Grace-New Haven 
Community Hospital between July and December, 1954, 
with a final or discharge diagnosis of paralytic poliomye- 
litis, aseptic meningitis or nonparalytic poliomyelitis, and 
encephalitis were included. These final diagnoses were 
obtained with the help of the virus diagnostic laboratory. 
The age distribution of patients by type of disease is 
shown in figure 1. Of the 96 patients, 36 (37.5% ) were 
15 years of age or older. Cases of paralytic poliomyelitis 
and aseptic meningitis were fairly evenly distributed 
throughout the age groups; however, no cases of aseptic 


meningitis were found in patients under 1 year of age or 
in those between the ages of 20 and 24 years. In the group 
with encephalitis all patients were under 9 years of age. 
The monthly distribution of patients according to their 
dates of admission to the pediatric and medical services 
of the hospital and to their final diagnosis is given in fig- 
ure 2. No important epidemic of poliomyelitis occurred 
during the course of the study; however, there were a few 
sharp local outbreaks, such as the one in October that in- 
creased the number of paralytic and nonparalytic pa- 
tients admitted to the hospital during that month. No 
cases of encephalitis were encountered in November and 
December. The two fatalities in this study were cases of 
bulbar poliomyelitis in adults and occurred in Juiy and 
September respectively. As previously mentioned, the 96 
patients studied were divided into three groups accord- 
ing to their discharge diagnosis: paralytic poliomyelitis, 
aseptic meningitis, and encephalitis. A fourth, or miscel- 
laneous, group consisted of 31 additional patients who 
served as controls, as their discharge diagnosis had noth- 
ing in common with those of the series of 96 patients 
studied. 

Paralytic Poliomyelitis: The group with paralytic 
poliomyelitis consisted of 49 patients. Criteria for admis- 
sion to this group were that the patient showed definite 
signs of muscle weakness or paralysis persisting for two 
weeks or longer after the onset of the disease. 

Aseptic Meningitis: The group with aseptic meningitis 
included 41 patients presenting signs of meningeal irrita- 
tion thought to be of viral etiology because of the pre- 
dominance of lymphocytes in the cerebrospinal fluid, and 
of the failure to demonstrate bacteria on smear or in the 
culture of this fluid. The over-all course of the patient’s 
disease leading to prompt recovery independent of anti- 
biotic therapy was also considered in making the final 
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diagnosis. The aseptic meningitis group also included 
three patients, in two of whom no cells were found in the 
cerebrospinal fluid, and another on whom no lumbar 
puncture was performed. However, because of the tact 
that these patients presented symptoms and a clinical 
course comparable to other aseptic meningitis patients in 
the series, it was felt proper to include them in this some- 
what heterogeneous group, which embraces examples of 
nonparalytic poliomyelitis, mumps meningitis, and other 
entities. 
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Fig. 1.—Age distribution of 96 patients. 


Encephalitis: The group with encephalitis was small, 
consisting of only six patients. In these patients, the re- 
action pattern to what was considered to be a viral agent 
because of the failure to demonstrate any bacterial infec- 
tion, was mainly encephalitic. Drowsiness, hyperkinesia, 
ataxia, and mental changes were not uncommon. Re- 
flexes were usually altered, and in most instances the 
lymphocytes and/or sugar contents of the cerebrospinal 
fluid was increased. None of these patients manifested 
residual muscle weakness or paralysis. Two of these pa- 
tients were clinically diagnosed as having postmeasles en- 
cephalitis. 

Miscellaneous or Control Group: A miscellaneous or 
control group included 31 patients admitted to the hos- 
pital during the course of the study, both on the pediatric 
and adult medical wards. They were investigated in the 
diagnostic virus laboratory because of the obscurity of 
their diagnosis that included such factors as “fever of un- 
known etiology,’ myocarditis of unknown origin, and 
possible infectious mononucleosis. None of them yielded 
laboratory evidence of a recent poliomyelitis infection. 

Collection of Specimens.—The value of laboratory 
diagnostic tests to the clinician bears a direct relation- 
ship to the speed with which the specimens can be col- 
lected and tested and the results reported; and it was with 
this idea in mind that this program was organized. Con- 
sequently, on admission of the patient to the hospital, or 
as soon as possible thereafter, a throat swab, a rectal 
swab, a blood sample, and in most instances a cerebro- 
spinal fluid specimen were obtained by the house officer; 
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the earliest stool specimens collected after admission were 
also saved for virus studies. A blood sample from a con- 
valescing patient was taken three weeks or later after the 
onset of the patient’s illness. Throat and rectal swabs 
were obtained by using sterile cotton applicators that 
were placed, immediately after use, in sterile Pyrex tubes 
containing 3 ml. of isotonic sodium chloride solution. 
Cerebrospinal fluid specimens were collected in sterile 
glass or Lusteroid (nitrocellulose) tubes. Stools were 
stored in cardboard ice cream containers. From 10 to 
15 ml. of blood were put in a sterile glass tube and al- 
lowed to clot. Specimens were kept at 4 C immediately 
after collection. Subsequently they were inoculated in 
tissue culture tubes as soon as possible. Because this study 
was included among the activities of an organized tissue 
culture laboratory, a supply of tissue culture tubes could 
be regularly obtained. 

Technical Methods.—The tissue culture methods em- 
ploying trypsinized monkey kidney epithelial cells have 
been described elsewhere. * 

Virus Isolation: Throat and rectal swabs were both 
prepared in a similar manner according to methods pre- 
viously described,’ with the exception that treatment of 
the inoculum with ether was omitted and in most in- 
stances specimens were not centrifuged. One milliliter of 
the saline solution suspension of each specimen was 
treated for one hour at 4C with 0.1 ml. of a mixture con- 
taining 5,000 units of penicillin and 5,000 mcg. of strep- 
tomycin per milliliter. The suspension was then inocu- 
lated in 0.2 ml. amounts into five monkey kidney tissue 
culture tubes. Cerebrospinal fluid specimens were inocu- 
lated directly in 0.1 ml. amounts into a minimum of five 
tissue culture tubes if the amount of material was suffi- 
cient; in some instances the culture in only three tubes 
could be inoculated. Stool suspensions (in a concentra- 
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Fig. 2.—Distribution of cases and poliomyelitis virus isolations, by 
month. Virus was isolated in both of the fatal cases. 


tion of approximately 20% ) were prepared in distilled 
water by grinding in a mortar. The suspensions were 
spun at 2,500 to 3,000 rpm for 10 minutes, and 1 ml. of 
the supernatant fluid was removed and treated with 0.2 
ml. of the mixture of antibiotics as used for throat and 
rectal swabs. After standing for one hour at 4 C, 0.1 ml. 
was inoculated into each of five tissue culture tubes. The 
remaining material from all specimens was stored at —20 
C. After incubation of the specimens in tissue cultures at 
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35 C, the tubes were usually examined microscopically 
every 2, 3, or 4 days and kept at least 12 days. All speci- 
mens negative or questionably positive at 12 days were 
passed in tissue culture at least once. As soon as clear 
cut specific degeneration could be found, the tissue cul- 
ture fluid was harvested and subinoculated in a “spot 
neutralization typing test” that has been described by 
Melnick and others.*” In this test, the positive tissue cul- 
ture fluids were mixed with each of the three types of 
poliomyelitis hyperimmune monkey serums prior to in- 
oculation into tissue culture tubes. No cytopathogenic 
effect was demonstrable in the tubes where the homo- 
typic serum had neutralized the virus, whereas complete 
destruction of the epithelial cells was evident in the tubes 
containing heterotypic antiserums. Poliomyelitis viruses 
may be isolated and typed in the first passage by directly 
using the patient’s 20% stool suspension mixed with each 
of the three types of poliomyelitis hyperimmune serums. 
Although this method is more rapid, it does not solve the 
common problem caused by toxicity of fecal material 
when first tested in tissue culture and it is limited by the 
supply of immune serums available. 

Serum Antibody Determinations: In all instances the 
same samples of acute and convalescent serums were 
tested in a neutralization and complement-fixation test. 
Neutralization tests were performed in monkey kidney 
tissue cultures according to methods previously described 
by Ledinko and others ° using two tissue culture tubes for 
each virus-serum dilution. Initial 1:4, 1:64, 1:256, and 
1:1024 dilutions of the patient’s serum were made in 
Earle’s balanced salt solution. These were mixed with 
equal amounts of virus, the three prototype poliomyelitis 
viruses used in these tests being Winston-Salem (type 1), 
Y-SK (type 2), and Leon (type 3). With each test a 
titration of the three prototype viruses was done and un- 
inoculated cultures were included as tissue controls. The 
neutralization titer of a serum was established by the 
final dilution of serum showing complete neutralization 
of 100 50% tissue culture cytopathogenic doses of polio- 
myelitis virus six days after inoculation. 

Complement-fixation tests were carried out according 
to the method described by Black and Melnick.® The 
poliomyelitis antigens were obtained from monkey kid- 
ney tissue culture fluids and were inactivated prior to 
use. According to Black and Melnick’s interpretation, the 
titer of a serum is taken in this test as the highest dilution 
that will fix more than one unit of complement in excess 
of the amount fixed by either serum or antigen control. 
The avidity of the serum tested was also calculated in 
each instance as described by these authors.® It repre- 
sents the total amount of complement fixed by each 
serum and has been found to be partially independent 
of the titer. The finding of a high avidity in serums that 
otherwise demonstrate a low complement-fixation titer 
has been diagnostically helpful. With the complement- 
fixation method results are obtained in two days. 

Interpretation of the Antibody Tests.—For clinical 
diagnosis, the principle of demonstrating a significant 
fourfold rise in homotypic antibodies between the pa- 
tient’s acute and convalescent serums cannot be strictly 
adhered to in poliomyelitis infection for in many instances 
the patient already has a maximum antibody response at 
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the time he enters the hospital.’ Furthermore, it is recog- 
nized that infection with one type of poliomyelitis virus 
can induce a transient heterotypic response (both neu- 
tralizing and complement-fixation) to the other types.* 
However, for assistance in making the diagnosis of polio- 
myelitis, the clinician is not so much concerned with a 
type specific response of significant titer as with any anti- 
body response to one of the three types of poliomyelitis 
antibodies. The use and interpretation of the neutralizing 
and complement-fixation antibody responses in paralytic 
poliomyelitis patients from whom poliomyelitis virus 
was isolated has provided a baseline in this study for the 
criteria of significance of these antibodies in the other 
cases. In this series the patients who had sustained a 
poliomyelitis infection demonstrated a neutralizing anti- 
body titer of eight or higher and a complement-fixation 
titer of four or higher either in the early serum or conva- 
lescent serum or both. In the great majority of cases, the 
avidity of the serum for complement in the group of 
paralytic cases was in the order of magnitude of 10 or 
higher in at least one of the patient’s serum samples. 


RESULTS 

Table | indicates the results of poliomyelitis virus iso- 
lations in this series of patients according to their final 
diagnosis. Among the 49 paralytic patients, a poliomye- 


TaBLe 1.—Poliomyelitis Virus Isolations from Patients, 
According to Diagnosis 
Positive 
Specimens for 
Poliomyelitis 
Virus 


No. of 
Patients 
Final Diagnosis Tested No. % 
Aseptic meningitis (including nonparalytic 
41 13 32 
STOUR 31 0 


litis virus was isolated from some source in 44 (90% ). 
The fact that in 10% of the paralytic cases, no virus was 
isolated is not an unusual feature and has been the ex- 
perience of others; it may bear some relation to the day 
of the patient’s disease when specimens for virus isolation 
were collected. No other cytopathogenic agents were re- 
covered from paralytic cases. In the aseptic meningitis 
group, in contrast to the paralytic group, 13 of the 41 
patients (32% ) were harboring a poliomyelitis virus. 
In a few instances, cytopathogenic agents, as yet uniden- 
tified, were also encountered. These agents have been 
found by many investigators. A few have subsequently 
been identified as Coxsackie viruses; others pending their 
identification have gone under the names of orphan vi- 
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ruses, or enteric viruses. From three of the six patients 
with “encephalitis,” a poliomyelitis virus was isolated, 
and in one other instance an unidentified tissue culture 
cytopathogenic agent was found. 

In the control group representing 31 patients with 
miscellaneous types of diagnosis, no poliomyelitis or 
other cytopathogenic agents were isolated, as can be 
seen in table 1. It appears that in this study the chances 
of isolating poliomyelitis or other cytopathogenic agents 
from individuals with diseases unrelated to those that 
concerned us in this work were negligible. The relative 
monthly incidence of paralytic to nonparalytic poliomye- 
litis and the number of poliomyelitis infections in the en- 
cephalitis group are given in figure 2. Here is illustrated 
the familiar fact that when the number of paralytic polio- 
myelitis cases increased, such as it did in September and 
October, the number of nonparalytic poliomyelitis cases 
within the aseptic meningitis group similarly increased. 
Among 21 cases of aseptic meningitis admitted to the 
hospital during those two months 11, or approximately 
50%, were proved in the laboratory to be cases of non- 
paralytic poliomyelitis by virus isolation and serologic 
studies. Two later cases of nonparalytic poliomyelitis oc- 
curred in November and in December respectively. When 
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Source of Virus Isolation.—The results of tests for 
poliomyelitis viruses in various specimens are listed in 
table 2 according to type of illness. The relative frequency 
with which virus was isolated from the throat, rectal 
swabs, and stools collected from each of 49 patients, all 


NO. OF POSITIVE SPECIMENS TYPED 


DAYS AFTER INOCULATION 


Fig. 3.—Speed in reporting results of virus isolation and typing. 


positive for virus, is shown in table 3. Both of these tables 
illustrate the fact that poliomyelitis viruses were isolated 
in 89 to 100% of stool specimens obtained from paralytic 
patients but only from 43 to 49% of the throat and rectal 
swabs. Stools were also the best source of poliomyelitis 
virus isolations in patients with aseptic meningitis and en- 


TABLE 2.—Poliomyelitis Virus Isolations from Various Specimens 


Cerebrospinal 


Throat Swabs Rectal Swabs Stools 
No. + No. + No. + No. + 
Final Diagnosis No. Tested %+ No. Tested %+ No. Tested %+ No. Tested %+ 
Paralytic poliomyelitis 22/48 46 20/46 43 41/46 89 1/25 4 
Aseptic meningitis (and nonparalytie poliomyelitis)........ 4/40 10 7/40 17 11/32 34 0/33 0 
eT rer 27/94 29 28/92 30 4/84 64 1/63 1.5 


the group of 41 patients with a diagnosis of aseptic men- 
ingitis was considered as a whole, evidence of poliomye- 
litis infection could be established in 13 instances by virus 
isolation and serologic studies performed in the labora- 
tory. A typical course of mumps parotitis was observed 
in two other cases that occurred in July and September 
respectively. Mumps complement-fixation tests were per- 


TaBLE 3.—Comparative Results of Poliomyelitis Virus Isolations 
from Throat Swabs, Rectal Swabs, and Stools 
(Forty-Nine Patients) 


Positive 
. Specimens 

No. 
Tested Final Diagnosis Specimens No. % 
39 Paralytic poliomyelitis Throat swabs 19 49 
Rectal swabs 19 49 
Stools 39 100 
10 Nonparalytie poliomyelitis Throat swabs 2 20 
Rectal swabs 5 50 
Stools 10 100 


formed on 22 of the 26 remaining patients in this group, 
and only in one instance could the diagnosis of mumps 
definitely be made retrospectively by the results of this 
test. In an additional case the results of the test were sug- 
gestive of mumps infection. 


9. Vignec, A. J.; Paul, J. R., and Trask, J. D.: The Recovery of the 
Virus of Poliomyelitis from Extra-Neural Sources in Man, with a Survey 
of the Literature, Yale J. Biol. & Med. 11: 15-31 (Oct.) 1938. 


cephalitis. The relatively low percentage of positive 
throat swabs in this study can perhaps be explained on 
the basis that the virus is present for a shorter length of 
time in the oropharynx as compared to the gastrointes- 
tinal tract.” It is more difficult to explain the fact that 
rectal swabs were only half as satisfactory as stools as a 
source of virus. It is probable that the technique of mak- 
ing and preparing the swab can be improved. In one in- 
stance, a type 1 poliomyelitis virus was isolated from the 
cerebrospinal fluid of a patient with paralytic poliomye- 
litis. So far as we are aware, this is the first reported 
poliomyelitis virus isolation from cerebrospinal fluid in 
a living patient. Details of this case will be considered 
elsewhere. 


Speed in Reporting Results of Virus Isolation and T yp- 
ing.—Figure 3 indicates the time required, in days after 
inoculation of the original material, for isolating and 
typing poliomyelitis viruses. In 60% of the patients from 
whom a poliomyelitis virus was obtained, the agent iso- 
lated from various sources was recognized and typed 
within seven days of the time of inoculation of the spec- 
imen. By two weeks after inoculation these positive re- 
sults were available in 88 % . Negative results were usually 
reported not sooner than three weeks following inocula- 
tion of the original specimen after performing a blind pas- 
sage of the material. In most instances, the time of inocu- 
lation of the specimens followed the time of admission of 
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the patient to the hospital by not more than 24 hours. 
The rapidity with which poliomyelitis virus can now be 
isolated and typed from clinical sources is an encouraging 
and relatively new feature of this diagnostic work. Such 


TABLE 4.—I/solations of Poliomyelitis Virus According to 


Virus Type 
Final Diagnosis Typel Type 2 Type 3 

Paralytic poliomyelitis.......... 37 0 7 
(84%) (16%) 

Nonparalytie poliomyelitis...... 11 0 2 
(85%) (15%) 

hers 50 0 10 
(83%) (17%) 


results are obviously contingent on the size of the “team” 
working full time on the project and which included a 
clinician, an experienced laboratory assistant, and oc- 
casionally a part-time technician. The clinician made 
daily ward rounds at which time the patients were seen, 
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Poliomyelitis Virus Isolations According to Virus 
Type.—tThe distribution of types of poliomyelitis viruses 
in this study, as shown in table 4, was type 1, 83%, and 
type 3, 17%. No type 2 virus was encountered; the ratio 
of type 1 to type 3 was practically identical in the para- 
lytic and nonparalytic group. Both types 1 and 3 were 
not limited to any diagnostic or age group; the October 
outbreak was due to a type 1 virus, and the few type 3 in- 
fections occurred throughout the state from July to De- 
cember. 

Serum Antibody Results.—Results of neutralizing and 
complement-fixing antibodies determined by testing 
paired serum samples on each patient indicate that a 
variety of types of antibody patterns can be obtained. 
For diagnostic purposes, it was found indispensable to 
study neutralizing and complement-fixation antibodies 
together. This was especially true in cases where no rise 
in neutralizing and/or complement-fixation antibodies 
was demonstrated in the convalescent serum because of 


TABLE 5.—Poliomyelitis Complement-Fixation and Neutralizing Responses in Patients with Paralytic Poliomyelitis 


Serologie Findings 
— 


Patient 
A Complement-Fixing Neutralizing 
Isolation of Days Antibodies Antibodies 
Age, Poliomyelitis After — 
Group Classification No. Bf. Virus Onset Typel Type2 Type3 Typel Type2 Type3 
1 Diagnostic rise (4 times or >) In comple- 292 7 Typel 3 0 i) 0 8 <8 <8 
ment-fixation and neutralizing antibodies >24 
in the convalescent serum 30 >i * 0 0 128 <8 <8 
2 Diagnostie rise in complement-fixation anti- 206 9/12 Typel 7 0 0 0 64 <8 <s 
bodies and significant neutralization titer 25 
(8 or >) in acute and convalescent serums 28 32 0 0 64 <8 <8 
>31 2 >29 
3 Diagnostie rise in neutralizing antibodies 287 16 Typel 7 16 4 16 <8 <8 <8 
and significant complement-fixation anti- >31 2 i 
body titer (4 or >) in acute and conyva- 35 16 4 8 128 <8 <3 
lescent serums 
4 Significant complement-fixation and neu- 285 s Typel 10 
tralizing titer in acute and convalescent 4 8 0 0 8 <8 <8 
serums (no rise) >i 2 
54 8 0 8 8 <8 <8 
5 Diagnostie rise in neutralizing antibodies 341 30 Type 3 10 0 0 8 <8 <8 <8 
and fall in complement-fixation titer 7 
34 0 0 4 <8 <8 ~ 


> titer > 16, ‘avidity’ > 24. 


the available clinical data obtained from the house officer, 
the specimens collected, and the answers from the virus 
diagnostic laboratory reported. The close correlation be- 
tween the work on the wards and in the laboratory was 
felt to be invaluable in obtaining prompt results from the 
virus studies back to the clinician. 

The most reliable and rapid source of virus proved to 
be stool specimens. These were usually obtained on the 
patient’s second and third hospital day. In spite of this 
delay in securing stool specimens on the day of admis- 
sion, virus isolations from this source were made as 
quickly as with throat and rectal swabs due probably to 
the stool’s higher virus content that caused an earlier 
cytopathogenic effect in tissue culture. No effort was 
made in this study to follow the excretion of virus in stool 
specimens collected during convalescence. Nevertheless, 
a stool specimen obtained 121 days after the onset of a 
bulbar type of poliomyelitis in a 7-year-old boy was still 
positive for type 1 virus. 


the high antibody titer already present in the acute phase 
serum. Furthermore, there is evidence that the presence 
of neutralizing antibodies may represent a response to a 
poliomyelitis infection acquired some years prior to the 
patient’s present illness but that complement-fixation 
antibodies are apt to be more indicative of a recent in- 
fection. 

At least seven combinations of neutralizing and com- 
plement-fixation antibody patterns were encountered in 
our study. Five groups of these antibody patterns are 
seen in table 5, and patterns for the other groups are: 
group 6, diagnostic rise in neutralizing antibodies and ab- 
sence of complement-fixation antibodies, and group 7, 
absence of poliomyelitis neutralizing and complement- 
fixation antibodies in the acute and convalescent serums. 
Serologic patterns belonging to all groups except to group 
7 offered diagnostic help to the clinician. In 57 of the 60 
patients from whom a poliomyelitis virus was isolated, 
complement-fixation and neutralization tests were per- 
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formed on acute and convalescent serums. Of these 57 
patients, 21 (37% ) were classified in group 1; 11 (19% ) 
in group 3; 7 in groups 2, 4, and 5 (12% in each); and 
only 2 patients each in groups 6 and 7. Some diagnostic 
benefit could therefore be obtained by considering to- 
gether neutralizing and complement-fixation antibody 
responses in 55 of the 57 patients tested (96% ). 

Four of the five paralytic patients from whom we 
failed to isolate a virus gave an antibody response of diag- 
nostic significance. In 12 patients with aseptic meningitis 
from whom no poliomyelitis virus was obtained, the sero- 
logic tests were also suggestive of recent poliomyelitis 
infection. However, unidentified cytopathogenic agents 
were isolated in a few instances from these patients. 
These agents may have had no causal relationship with 
the patient’s illness; or there may have been some cross 
reaction in complement-fixation and neutralizing tests 
between them and the known prototypes of poliomyelitis 
virus; or these patients may have been also recently in- 
fected with poliomyelitis virus in spite of the fact that this 
virus was not isolated. Among the three proved cases of 
poliomyelitis with encephalitis, two patients demon- 
strated diagnostic serologic patterns characteristic of 
poliomyelitis infection, but the third patient failed to 
show any detectable antibodies (group 7) either in the 
complement-fixation or in the neutralization test; even 
when the patient’s undiluted serum was tested against 
100 50% tissue culture cytopathogenic doses of his own 
virus (type 1), no antibodies were demonstrated. The 
other case in group 7 was that of a 4-year-old boy with 
paralysis who was infected with a type 1 virus and who 
also failed to demonstrate antibodies. Although the num- 
ber of cases of nonparalytic poliomyelitis proved by virus 
isolation is relatively small in this study, it was not pos- 
sible to demonstrate any significant differences in the 
neutralizing and complement-fixation antibody responses 
between patients in this group as compared to the para- 
lytic group. 

Diagnosis from a Single Serum Specimen: Since it has 
been our experience and that of others that maximal 
complement-fixation titers of antibody can be attained 
very early in the course of the disease, the possibility of 
obtaining complement-fixation results on a single early 
serum specimen for rapid diagnostic purposes was con- 
sidered. In 38 of 57 patients (67% ) harboring a polio- 
myelitis virus, the complement-fixation test was diagnos- 
tically significant in the first serum sample tested; half of 
the specimens in this group of patients were collected 
during the first week after onset of their illness and the 
other half two or three weeks later. In the group negative 
for complement-fixation antibodies in the first blood 
sample (19 of 57 patients, or 33% ), the greatest number 
of serum specimens (84% ) had been obtained during the 
first week after onset. It therefore appears that the com- 
plement-fixation test on a single serum sample occa- 
sionally may provide diagnostic information, but ob- 
viously there is a much greater chance of this occurring 
if the serum is collected during or after the second week 
following the onset of the patient’s disease. This finding 
is in accordance with results of other workers.” 

Homotypic and Heterotypic Responses: Heterotypic 
poliomyelitis antibodies were demonstrated by both neu- 
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tralization and complement-fixation tests as well as 
homotypic antibodies. This was particularly true of the 
complement-fixation tests and was found more com- 
monly in adults and in those cases demonstrating a sig- 
nificant complement-fixation titer early in the course of 
the disease. As noted in table 5, the complement-fixation 
titer and avidity of a given serum specimen was in most 
instances higher for the homologous than for the heterol- 
ogous types. In two instances, however, the complement- 
fixation antibodies were limited to a heterotypic respcnse 
alone. 
COMMENT 
We believe that this six months’ experience with the 
tissue culture diagnostic laboratory has been of value to 
clinicians and to patients as well. In particular, it has 
demonstrated that the diagnosis of nonparalytic polio- 
myelitis no longer has to be guesswork. This diagnosis 
has been previously established largely on epidemiolog- 
ical grounds and has often inciuded a number of entities 
besides poliomyelitis. Many nonparalytic diseases of the 
central nervous system associated with a lymphocytic 
pleocytosis in the spinal fluid and an increase of protein 
are not poliomyelitis, and it is often very difficult to say 
what type of aseptic meningitis a particular case of this 
kind may be. This is also true of many cases of encepha- 
litis. It is here that virus isolation and specific antibody 
tests are informative. 
Of the various tests now available, the isolation (and 
typing) of poliomyelitis viruses from specimens obtained 
from suspected cases is the most valuable. Furthermore, 
it is a test in which the results can now be secured in a 
matter of days. Antibody studies are also indispensable, 
and in general the greatest value can be obtained if these 
determinations are carried out on two matched serum 
samples—early and convalescent. The complement-fix- 
ation test has been particularly useful, for complement- 
fixation antibodies are a more reliable index of recent 
poliomyelitis infection than are neutralizing antibodies 
that may only be a reminder of past infection. The ab- 
sence of neutralizing antibodies, however, makes the 
diagnosis of poliomyelitis improbable. 


SUMMARY 

Reliable tissue culture techniques are at present avail- 
able for the rapid isolation of viruses and for antibody 
determinations that have proved useful in the early diag- 
nosis of poliomyelitis infections. In this study, covering 
96 examples of acute disease of the central nervous 
system and 31 other controls of acute miscellaneous 
fevers, poliomyelitis virus was isolated in tissue culture 
in 90% of the paralytic cases. Specimens were tested for 
virus and antibodies, and results of virus isolation and 
typing were secured in 60% of the cases within one week 
and in 88% within two weeks of the inoculation day of 
the specimens in tissue cultures. The results of comple- 
ment-fixation and neutralization tests considered together 
were diagnostically significant in 96% of the patients 
proved to have a poliomyelitis infection by virus isolation. 


333 Cedar St. (Dr. Godenne). 
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RELATIVE EFFECTIVENESS OF ANTICHOLINERGIC DRUGS ON BASAL 
GASTRIC SECRETION 


David C. H. Sun, M.D., D.Sc.(Med.), Harry Shay, M.D. 


and 


Joseph L. Ciminera, B.S., Philadelphia 


The medical management of peptic ulcer pharmaco- 
logically is, in the final analysis, concerned largely with 
the inhibition of peptic activity. From the clinical stand- 
point, the ideal antisecretory drug for the treatment of 
patients with peptic ulcer would be one that consistently 
inactivates pepsin or completely inhibits its secretion or 
inhibits the output of hydrochloric acid so as to maintain 
a pH of the gastric contents above 4.5 for long periods 
after its oral ingestion. At pH 4.5, peptic activity is re- 
duced to a minimum.' In addition, it should produce 
no or only minimal side-effects, induce no tolerance, and 
be inexpensive. In recent years, many anticholinergic 
compounds have appeared on the market together with 
literature to support their claims of acid antisecretory ac- 
tion in man. Yet, one must be impressed with the conflict- 
ing results regarding their effectiveness obtained by differ- 
ent investigators. Some reasons for the divergent results 
may be recognized. Most of the studies reported were 
done with varying doses of each drug in different sub- 
jects. A comparison of antisecretory potency of various 
compounds was based on dosage levels selected on a 
body weight basis or on those levels recommended by 
the pharmaceutical company. As we shall show later, 
neither of these dosage methods is applicable for drugs 
intended to block vagal secretion. The purpose of this 
paper is to show data on the evaluation of the relative ef- 
fectiveness of several anticholinergic drugs on basal 
gastric secretion in patients with duodenal ulcer, which 
we think indicate essential conditions under which these 
drugs must be used if they are to be used efficiently. 


METHOD AND CRITERIA OF STUDY 

Patients with chronic duodenal ulcer were used for the 
study. Gastric antisecretory efficiency was evaluated by 
the study of basal gastric secretion during the day. All 
patients were conditioned for the gastric secretory study 
by repeated intubations over a period before the studies 
were started. The technique of collecting the gastric 
juice was similar to that used by Ihre.* The patient fasted 
about 14 hours and received no medicaments the day 
before the test. Two Rehfuss tubes were introduced un- 
der fluoroscopic observation, the tip of one into the an- 
trum of the stomach and the tip of the other into the 
metaduodenum. Simultaneous continuous aspiration with 
a suction pump at a negative pressure of 30 in. of water 
was maintained through each tube. This usually would 
prevent or permit detection, almost immediately, of any 
loss of gastric juice into the duodenum or regurgitation 
of duodenal contents into the stomach. The stomach was 
emptied completely, and the test was begun only after 
flow of clear gastric juice and bile in the respective tubes 
was seen. The patient was maintained in a sitting posi- 
tion throughout the test and was instructed to expectorate 
all saliva. 


Specimens were collected for 15-minute periods for 
one hour before and four hours, or sometimes even 
longer, after intraduodenal administration of the test 
drug or the isotonic sodium chloride (normal saline) 
solution control. The drug was dissolved in 10 cc. of 
isotonic sodium chloride solution and introduced through 
the duodenal tube. Then 10 cc. of isotonic sodium chlo- 
ride was used to flush the tube. Continuous suction of 
the gastric tube was temporarily discontinued for 10 min- 
utes and that of the duodenal tube for 45 minutes after 
the introduction of the drug. The following drugs were 
tested: atropine, methantheline (Banthine) bromide, 
propantheline (Probanthine) bromide, long-acting pro- 
pantheline (Probanthine) bromide, Elorine sulfate (1- 
cyclohexyl- 1 - phenyl-3-pyrrolidino-1-propanol methyl- 
sulfate), mepiperphenidol (Darstine) bromide, methsco- 
polamine (Pamine) bromide, SKF 1637 (scopolamine N- 
butylbromide), G 3012 (diethylaminoethyl dimethyl- 
phenylcyclopentane carboxylate), and homatropine 
methylbromide (HMB). When studying long-acting 
propantheline bromide that was administered orally, both 
gastric and duodenal suction were discontinued for one 
hour. If bile was detected in a gastric specimen, the study 
was discontinued, since some loss of the drug through 
regurgitation into the stomach could not be ruled out. 
The volume of each specimen collected at 15 minute in- 
tervals was measured, the pH was determined with a 
Beckmann pH meter, and the free and the total acidity 
were determined by titration of 0.02 N sodium hydroxide, 
with dimethylaminoazobenzene (TOpfer’s reagent) and 
phenolphthalein as indicators. Hourly volume and free 
and total acid output were then calculated. Each patient 
served as his own control. To estimate the spontaneous 
fluctuation of basal gastric secretion under our experi- 
mental conditions, three control studies, each five hours 
in length, were done on each patient on different days. 
Isotonic sodium chloride solution (20 cc.) was instilled 
into the duodenum after the first hour collection for the 
control runs. Patients who showed periods of anacidity 
during any control study were not used in the investiga- 
tion. A fourth control study, again five hours in length, 
was done when the evaluation of a series of drugs was 
completed. 

All the drugs were studied in each patient on different 
days, with intervals of one to two weeks between ex- 
periments. In some patients, the effect of different doses 
of single drugs was also studied. Since none of the drugs 
produced anacidity without accompanying dryness of 


From the Samuel S. Fels Research Institute, Temple University School 
of Medicine and Temple University Hospital. 

Data on statistical analysis will be furnished on request. 

1. Hollander, F.: Current Views on the Physiology of the Gastric 
Secretion, Am. J. Med. 13: 453, 1952. 

2. Ihre, B. J. E.: Human Gastric Secretion: Quantitative Study of 
Gastric Secretion in Normal and Pathological Conditions, Acta med. 
scandinay. supp. 95, p. 1, 1938. 
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the mouth, and, since the degree of dryness of the mouth 
was not constant for a given dose in the same patient, we 
decided to compare drug effectiveness in suppressing gas- 
tric secretion in the dose that produced an acceptable, 
constant, and comparable side-effect. On this basis, the 
dose adopted was the maximal dose that produced dry- 
ness of the mouth but no other uncomfortable symptoms 
of parasympathetic inhibition, such as blurring of vision, 
palpitation, dizziness, headache, or mental confusion. 
This dose was established by instructing the patients to 
take the drug at home in the morning before breakfast. 
Starting with one commercial unit (e. g., pill or capsule) 
on the first day, the dose was increased by a constant in- 
crement daily until blurring of vision or other uncomfort- 
able symptoms of parasympathetic inhibition occurred. 
This dose was then repeated on three different days to 
ensure the constancy of effect produced by it. The dose 
of the particular drug to be investigated in the patient was 
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the pH values varied considerably between patients and 
in the same patient on different days. In the same patient, 
the range of hourly variation in volume on any one day 
was as great as 100% and that of free and total acid out- 
put was as great as 150%. The coefficient of variation of 
hourly volume and the free and the total acid output from 
hour to hour on the same day was as great as 29, 60, and 
55% , respectively, and from day to day in the same hour 
period was as great as 31, 65, and 60% respectively. The 
results of a statistical analysis of the control studies in 
these four patients indicate that the variation in hourly 
volume and in free and total acid output among patients 
was significantly greater than it was on different occa- 
sions in the same patient. Spontaneous variations in vol- 
ume and in free and total acid output occurring in the 
same patient from hour to hour and from day to day 
under well-controlled, identical conditions of study were 
not significant. 


TABLE 1.—Effect of Atropine, Mepiperphenidol, Methscopolamine, and Propantheline Bromides on Basal Gastric Secretion in 
the Same Subject and Correlation Between Dose, Antisecretory Potency, and Side-Effects 


Atropine Mepiperphenidol Bromide 
Methseopolamine Bromide Propantheline Bromide 
Dura- Side-Effects Dura- Side-Effects 
tion tion Duration Side-Effects Duration Side-Effects 
Ana- Dry- Ana- Dry- Ana Ana- 
cidity, ness Blur- cidity, ness Blur- cidity, Dryness Blur- cidity, Dryness Blur- 
Case Dose, Min., of ring Dose, Min., of ring Dose, Min., of ring Dose, Min., of ring 
No. Mg. pH-4.5 Mouth Vision Mg. pH-4.5 Mouth Vision Meg. pH-4.5 Mouth Vision Mg. pH-4.5 Mouth Vision 
1 0.65 0 -- 50 0 2.5 0 + 15 0 ahs, 
1.30 30 100 15 + — 3.75 30 ++ 30 60 +44 
1.30 30 + 150 60 + _ 5.0 30 ++ + 30 105 +++. sail 
2 0.65 0 0 2.5 0 4 30) 0 
1.30 0 100 0 _ 5.0 ++ 45 0 
1.62 0 + 150 0 7.5 60 75 30 ++ 
1.95 0 175 0 — 8.75 * ++ + 105 60 
1.95 15 250 0 +4 105 30 + 
2.27 15 ++ + 400 60 oe ~- rae 120 30 ++ + 
8 0.65 0 25 0 + _ 2.5 0 + 15 
0.97 0 + 0 -- 7.5 180 7 30 45 + 
0.97 0 ++. + 0 45 ++ —_ 8.75 * +++ + 45 45 ++ 
* The drug was given orally when the patient was in a fasting state. 


then selected, one dose increment below that which re- 
peatedly produced blurring of vision. This dose we would 
term the optimal effective dose. The dose was repeated 
on three successive days to make certain that no 
objectionable side-effects occurred. The following dose 
increments were used: atropine, 0.32 mg.; methantheline 
bromide, 25 mg.; propantheline bromide, 15 mg.; long- 
acting propantheline bromide, 30 mg.; Elorine sulfate, 
25 mg.; mepiperphenidol bromide, 25 mg.; methscopol- 
amine bromide, 1.25 mg.; scopolamine N-butylbromide, 
50 mg.; G 3012, 50 mg.; and homatropine methylbro- 
mide, 2 mg. Repeated studies with the optimal effective 
dose for each drug were done in the same patient in two 
of the four patients. 
RESULTS 

A total of 116 tests were done. The effect of all drugs, 
except Elorine sulfate that was investigated in only three, 
was studied in the same four patients. 

Control Study: Spontaneous Fluctuation of Basal 
Gastric Secretion.—The volumes taken at 15-minute in- 
tervals, the concentrations of free hydrochloric acid, and 


Effect of Various Doses of Mepiperphenidol, Meth- 
scopolamine, and Propantheline Bromides and Atropine 
on Basal Gastric Secretion in the Same Subject and Cor- 
relation Between Dose, Antisecretory Potency, and Side- 
Effects.—The data in table 1 show that anacidity did 
not occur at any dose of atropine or mepiperphenidol, 
methscopolamine, and propantheline bromides in three 
of the four patients without accompanying dryness of the 
mouth but that the dose producing dryness of the mouth 
did not necessarily produce anacidity. However, if the 
dose of mepiperphenidol, methscopolamine, or propan- 
theline bromides was increased only to one dose incre- 
ment below that that produced blurring of vision, anacid- 
ity was produced in all patients. Atropine, used in the 
same manner, produced anacidity in one but not in all. 
The effective dose of each drug that produced periods of 
anacidity varied greatly from one subject to another. If 
these data are rearranged so that periods of anacidity of 
pH 4.5 or higher and accompanying side-effects are listed 
under the various doses for each drug, one can neither 
recommend a standard dosage level of a given drug that 
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would produce therapeutic effectiveness and tolerable 
side-effects in all patients nor compare the relative effec- 
tiveness of the different drugs. 


Effect of the Optimal Effective Dose of Ten Anti- 
cholinergic Drugs.—The effect of the optimal effective 
dose of 10 anticholinergic drugs on basal gastric secretion 
is discussed in the following sections. 

Volume of Gastric Secretion: Hourly volumes of gas- 
tric secretion were used for comparison. In order to 
normalize the variances for purposes of statistical anal- 
ysis, the volume data were transformed to logarithms. 
Table 2 lists the mean log volumes for all nine drugs and 
the control. Long-acting propantheline bromide was not 
included in the statistical analysis of volume and of free 
and total acid output, since it was administered into the 
stomach and not intraduodenally as were the other drugs. 
The least significant difference (p — 0.05) either row-wise 
or column-wise is 0.22 log volume units, i. e., the differ- 
ence between two log volume means in any row or in 
any column less than 0.22 may be due to chance varia- 
tion. All of the basal levels are within the range of ex- 
perimental error and may be considered homogeneous. 
All drugs except the control, G 3012, and scopolamine 
N-butylbromide show a significant decrease in log volume 


TaBLE 2.—Mean Log Volumes for Control and After Intra- 
duodenal Administration of Anticholinergic Drugs 


Time Lapse After Administration 
ug, Hr. 


Drug 0 1 2 3 4 

Isotonie sodium chloride solution 

2.02 1.96 1.6 1.99 
2.00 1.98 1.87 1.87 1.97 
Homatropine methylbromide..... 1.98 1.68 1.63 1.63 1.85 
Scopolamine N-butylbromide..... 1.98 1.80 1.76 1.60 1.67 
Methantheline bromide............ 2.04 1.63 1.57 1.71 1.80 
Mepiperphenidol bromide......... 1.99 1.56 1.37 1.40 1.60 
Methscopolamine bromide........ 2.00 1.45 1.29 1.32 1.53 
Propantheline bromide............ 2.03 1.34 1.25 1.28 1.47 
1.96 1.42 1.34 1,17 1.39 


one hour after medication. G 3012 had little or no ac- 
tivity over the four hour period when compared with the 
control. By the end of the second hour, all other drugs 
produced a significant decrease in mean log volume over 
the basal level, with little or no change from the second 
to the third hours. With methantheline bromide and atro- 
pine, some return of secretion appeared during this pe- 
riod, with that for atropine significant at the 5% level. 
Elorine sulfate, however, still produced a significant de- 
crease at this time. Increase in volume occurred at the 
end of four hours with all drugs. With G 3012, this re- 
turned to basal level; with methantheline bromide, atro- 
pine, scopolamine N-butylbromide, and homatropine 
methylbromide, there was part return; with mepiperphe- 
nidol, methscopolamine, and propantheline bromides and 
Elorine sulfate least recovery in secretion rate occurred. 

Free Acid Output: The free acid output was recorded 
as milliequivalents of hydrochloric acid, and hourly out- 
puts were used for comparison. The means are shown in 
table 3. The least significant difference (p — 0.05) be- 
tween two time means for any one drug is 2.5 units. All 
drugs except the control, G 3012, and scopolamine N- 
butylbromide caused a significant decrease after one hour. 
Scopolamine N-butylbromide and especially G 3012 had 
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little or no activity over the four hour period. The other 
drugs continued to produce small additional decreases at 
the second hour. There was little or no change from the 
second to the third hours except for methantheline bro- 
mide and atropine, with which there was a sharp increase. 
At the fourth hour, there was continued increase in free 
acid output with all drugs. The least significant differ- 
ence (p — 0.05) between two drug means at the same 
level is 2 units. Some of the differences among the basal 


TABLE 3.—Mean Free Acid Output and Changes in Output 
(Basal Minus Drugs) for Control and After Intra- 
duodenal Administration of Anticholinergic Drug 


Mean Free Acid 

Output Changes, 

Mean Free Acid Output, 
mEq., A j 


mEq., ter 
fter Adminis- Administration 


tration of Drug, Hr. of Drug, Hr. 
Drug 0 1 2 3 4 1 2 3 4 
Isotonie sodium ehloride 
solution control......... 6.9 59 55 62 5.7 60 64 67 62 
Homatropine methy!]- 
Scopolamine N-butyl- 

84 32 28 16 i4 0 
Methantheline bromide.... 6.2 2.2 138 2.5 3.1 48 
64.-14° 29 39 1 58 86 26 
Elorine sulfate............ 5.8 04 O01 0.0 0.7 67 63 
Mepiperphenidol bromide 5.2 0.7 02 O06 2.3 45 50 46 29 
Methscopolamine bromide 5.5 18 O01 12 $7 84 82 
Propantheline bromide.... 6.1 06.7 O02 O1 07 54 59 60 54 


levels border on significance. It seemed more appropriate, 
therefore, in making comparisons among column means 
to consider the changes from basal levels rather than the 
absolute levels. The mean changes are shown in table 3. 
The least significant difference (p — 0.05) between the 
mean changes for two drugs at a given time level is 2.9 
units. At one, two, and three hours, all drugs except 
G 3012 and scopolamine N-butylbromide (and possibly 
homatropine methylbromide at one hour) produced 
changes significantly greater than with the isotonic so- 
dium chloride solution controls. It is difficult to rank the 
TaBLE 4.—Mean Total Acid Output and Mean Total Acid 
Output Changes (Basal Minus Drugs) for Control and 
Intraduodenal Administration of Anticholinergic Drug 


Mean Total Acid 
Output Changes, 
Mean Total Acid Output, mEq., After 
mEq., After Adminis- Administration 


tration of Drug, Hr. of Drug, Hr. 
Drug 0 1 2 3 4 1 2 3 4 
Isotonie sodium chloride 

solution control......... 0.1 05 09 0.3 
63 66 53 55 66 403 10 O08 +6.3 
Homatropine methyl- 

Scopolamine N-buty]- 

64 46 49 45 3.9 is 39 
Methantheline bromide.... 8.7 3.1 2.0 3.5 4.3 56 6.7 52 4.4 
os @2 22 63 69 44 3.0 


Mepiperphenidol bromide 6.7 13 06 11 84 84 61 646 32 
Methseopolamine bromide 69 24 04 O67 139 45 65 62 5.0 
Propantheline bromide.... 80 1.1 05 08 1.3 69. 42 


drugs at specific time levels because of large variations 
among patients. The pattern of activity seems to parallel 
results obtained with the volumes of gastric secretion. 
Total Acid Output: The total acid output was recorded 
in milliequivalents of hydrochloric acid and the hourly 
output was used for comparison. The means are shown 
in table 4. The least significant difference (p — 0.05) 
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between two time means for a single drug is 3 units and 
between two drugs at the same time level, 2.5 units. The 
results were essentially the same as with the free acid out- 
put values. Once again it seemed advisable to express 
the results as the mean changes from basal levels rather 
than as the absolute levels. The results are shown in 
table 4. The least significant difference (p — 0.05) be- 
tween the mean changes for two drugs at a given time 
level is 3.5 units. The results are essentially the same as 
for the free acid changes, and the same interpretation ap- 
plies. 

Anacidity of pH 4.5 or Higher: Table 5 shows the 
latent period and the periods of anacidity of pH 4.5 or 
higher after the administration of the optimal effective 
dose of each of these 10 anticholinergic drugs. G 3012 
and homatrofine methylbromide were ineffective in that 
no periods of anacidity of pH 4.5 or higher were pro- 
duced. Atropine, methantheline bromide, and scopola- 
mine N-butylbromide were effective in some but not in 
all patients. Mepiperphenidol, methscopolamine, pro- 
pantheline, and long-acting propantheline bromides and 
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given drug might vary somewhat from one study to the 
next, periods of anacidity of pH 4.5 or higher were al- 
ways obtained with such a dose. 


COMMENT 

Obtaining acceptable quantitative studies of gastric se- 
cretion in man is notoriously fraught with difficulties. 
Being aware of these, we attempted as far as possible to 
combat some of the weaknesses in the method used for 
assessing the value of antisecretory drugs. Patients with 
chronic duodenal ulcer were selected for the study, since 
their output of acid is greater than that of the normal 
man.* Furthermore, suppression of gastric acidity by a 
drug in a normal person might not necessarily signify 
that a similar result would be produced in the hyper- 
secreting stomach of a patient with duodenal ulcer. Ani- 
mal experiments are useful as a screening procedure for 
therapeutic purposes, but such results may not be di- 
rectly applicable to man because of possible species dif- 
ferences in pharmacological response. All patients used 
were conditioned for the gastric secretory studies. All 


TasBLe 5.—Periods of Anacidity of pH 4.5 or Higher After the Administration of the Optimal 
Effective Dose of Anticholinergic Drugs 


Case No. 1 Case No. 2 Case No. 3 Case No. 4 
Duration Duration Duration Duration 
Latent pH > Latent pH > Latent pH> Latent pH> 
Dose,  Period,* 4.5, Dose,  Period,* 4.5, Dose, Period,* 4.5, Dose Period.* 4.5, 
Drugs Mg. Min. Min. Mg. Min. Min Mg. Min. Min. M Min. Min. 
Homatropine methylbromide ...... 8 0 16 0 l4 0 
0 ee eee os ee eee oe 
Scopolamine N-butylbromide........ 500 - 0 400 ; 0 200 150 15 500 180 45 
Methantheline bromide ............. 25 one 0 175 75 45 25 0 125 if 0 
1.3 30 1.97 225 15 0.65 0 1.3 aa 0 
1.3 60 30 1.97 0 as 
Mepiperphenidol bromide ........... 150 45 60 400 90 60 w) 105 w) 325 120 165 
150 45 60 400 45 45 50 45 
Methsecopolamine bromide .......... 3.75 105 30 7.5 150 60 7.5 90 180 20 75 105 
Propantheline bromide ............. 30 30 on 105 135 60 30 210 45 120 150 % 
30 60 105 105 90 30 
Long-acting propantheline bromide 30 90 60 180 165 120 60 120 135 180 150 120 


* Latent period refers to the time elapsed between the introduction 


Elorine sulfate were effective in all patients in that periods 
of anacidity of pH 4.5 or higher were consistently pro- 
duced. It is important to note that the optimal effective 
dose for mepiperphenidol bromide varied from 50 mg. 
in one patient to 400 mg. in another; for methscopola- 
mine bromide, from 3.75 to 20 mg.; for Elorine sulfate, 
from 150 to 250 mg.; for propantheline bromide, from 
30 to 120 mg.; and for long-acting propantheline bro- 
mide, from 30 to 180 mg. A patient requiring a high dose 
of one drug need not necessarily require the same rela- 
tively high dose of another effective drug. 

Repeat studies with the optimal effective dose of anti- 
cholinergic drugs in the same patient showed that results 
were reproducible (table 5). Although the duration of 
anacidity after administration of an effective dose of a 


3. Levin, E.; Kirsner, J. B.; Palmer, W. L., and Butler, C.: Nocturnal 
Gastric Secretion: Studies on Normal Subjects and on Patients with Duo- 
denal Ulcer, Gastric Ulcer and Gastric Carcinoma, Arch. Surg. 56: 345 
(March) 1948. 

4. Rowlands, E. N.; Wolff, H. H., and Atkinson, M.: Clinical Assess- 
ment of Drugs Which Inhibit Gastric Secretion with Special Reference 
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of the drug and the first appearance of gastric contents at pH 4.5 or higher. 


possible measures were taken to avoid the psychological 
disturbance of the passage of a tube and the psychic 
stimulation to gastric secretion produced by sight, smell, 
food, or suggestion during the tests. Since continuous 
suction was applied to both gastric and duodenal tubes, 
the loss of gastric juice through the pylorus or the regurgi- 
tation of bile into the stomach was minimized. How- 
ever, studies in which continuous intragastric suction 
was used cannot be compared with the results obtained 
when small samples only of the gastric contents were em- 
ployed, since these two procedures affect motility dif- 
ferently.* We selected the continuous suction method be- 
cause of the additional information available from 
changes in volume and in free and total acid output. 

It is well known that considerable variation in gastric 
secretion may occur from day to day. Each patient, there- 
fore, was made to serve as his own contsol. Control 
studies, each lasting five hours, were done on every pa- 
tient. Those patients showing spontaneous periods of 
anacidity during the control studies were not used to 
study drug effect. During each drug study, a basal one 


195 
on 


Vol. 158, No. 9 


hour gastric secretion was collected and the drug was ad- 
ministered only if this hourly volume and the free and 
total acid output were within the range of the hourly 
basal secretions in the control studies. As the main 
criterion for judging significant antisecretory potency of 
various anticholinergic drugs, we selected duration of 
suppression of gastric acidity to pH 4.5 or higher, since 
in this range of hydrogen concentration peptic activity is 
reduced almost to zero. We do not believe the suppres- 
sion of acidity to produce a pH of 3.5, particularly when 
measured by titration to dimethylaminoazobenzene, to be 
an adequate criterion for estimating acid inhibitory po- 
tency of a drug in the peptic ulcer patient, since the de- 
sired effect in producing reduced acidity in the ulcer pa- 
tient actually is concerned with reducing peptic activity. 

There was pronounced variation in occurrence and in 
severity of side-effects with a given dose of anticholiner- 
gic drug; however, in the same subject the dose, when 
given in a fasting state that produced blurring of vision 
once, would reproduce this effect when repeated although 
the degree of dryness of the mouth induced might vary. 
For this reason, we decided to use for study that dose 
for each drug, one increment below that which produced 
blurring of vision. Using such a dose, we found propan- 
theline, long-acting propantheline, mepiperphenidol, 
and methscopolamine bromides and Elorine sulfate to be 
effective in all patients, in that periods of anacidity of 
pH 4.5 or higher were produced consistently. Atropine, 
methantheline bromide and scopolamine N-butylbromide 
were effective in some but not in all patients. G 3012 and 
homatropine methylbromide were ineffective in all. 

Kirsner and Palmer ° reported that mepiperphenidol 
bromide was a partially effective antisecretory drug in 
that the intragastric administration in single doses from 
25 to 275 mg. produced anacidity (pH 3.5) in only 3 of 
18 patients and that no anacidity was observed after the 
intraduodenal instillation of 150 mg. in 2 patients. How- 
ever, they reported: “side-effects were uncommon and 
relatively mild . . . studies with larger amounts of *Dar- 
stine’ seem desirable.”’ Similarly, they reported that Elo- 
rine sulfate produced anacidity in 1 of 11 patients re- 
ceiving 25 to 175 mg. intragastrically and none in 2 pa- 
tients receiving 75 and 100 mg. intraduodenally. There 
were mild to moderate side-effects. They found methsco- 
polamine and propantheline bromides to be effective. 
From our results, we are certain that if the dose of me- 
piperphenidol bromide and Elorine sulfate used was suf- 
ficient to produce side-effects comparable to those 
induced by the methscopolamine and propantheline bro- 
mides their results with these four drugs in suppressing 
gastric secretion would also have been comparable. In- 
deed, we have found that the optimal effective dose for 
propantheline, mepiperphenidol, and methscopolamine 
bromides and Elorine sulfate varied considerably from 
one patient to another; that these drugs cannot be com- 
pared therapeutically, unless one tailors the dose of the 
drug to each patient in accordance with the accompany- 
ing side-effects; and that they cannot be administered ac- 
cording to body weight or any recommended uniform 
dosage schedule. 

We realize that the number of patients used in this 
study is small; however, they were studied under condi- 
tions simulating as closely as possible those the physi- 
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ologist would require in his study of gastric secretion in 
experimental animals. Our present results are based on 
too few patients to allow generalization from sample to 
population, thus we have tended only to look at sug- 
gested trends. It would be almost prohibitive to try to 
obtain similar information on a large number of patients, 
often it is very difficult to have patients return for a com- 
plete study. For this reason, an alternative approach, 
though less precise, is now being carried out. As patients 
become available, the optimal effective dose of a drug is 
found, and the effect of this dose on gastric secretion is 
then determined. 

Our results with these compounds parallel our findings 
of the effect of anticholinergic blocking agents on gastric 
secretion in our rat preparation,® since, here too, the ef- 
fective dose for suppressing gastric secretion of these 
drugs was found to bear a definite relationship to the 
medial lethal dose for the particular drug.’ In the use of 
these drugs more recently in the treatment of the patient 
with ulcers, we have instituted dosage schedules based on 
these experiments. We now commonly use several times 
the dose recommended for the active drugs that we have 
studied with effects that are clinically certainly more im- 
pressive than those we have obtained previously. Further- 
more, using these relatively high doses, we have been 
impressed by the absence of any cumulative effect. In 
its clinical application, we now determine the optimal 
effective dose for the ulcer patient by starting the drug at 
the recommended dose and increasing each successive 
dose by one increment for that drug until blurring of 
vision occurs. The dose continued is then one increment 
below the “blurring” dose for this patient. 


SUMMARY AND CONCLUSIONS 

In an investigation of the relative effectiveness of 10 
anticholinergic drugs on basal gastric secretion in a series 
of 116 studies in four patients with duodenal ulcer, all 
patients were conditioned to the procedures involved in 
the gastric secretory study, and free hydrochloric acid 
was secreted continuously. Each patient served as his own 
control, and all the drugs were studied in the same patient 
on different days. Considerable variations were found in 
the volume, the free and total acid concentration, and the 
acid output among patients and in the same patient from 
hour to hour and from day to day. The variation among 
patients was markedly greater than the variation on dif- 
ferent occasions in the same patient. To define the crite- 
rion for judging significant effect of various anticholinergic 
drugs in patients with duodenal ulcer, we selected the 
production of pH 4.5 or higher in the gastric secretion 
as adequate evidence for antisecretory potency. 

There was pronounced individual variation in occur- 
rence and in severity of side-effects with a given dose of 
an anticholinergic drug; however, in the same subject, the 
dose producing blurring of vision would give the same 
effect when repeated. Thus, we settled on the dose for 
each drug for the study one increment below the dose 
that produced any uncomfortable symptoms of parasym- 
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pathetic inhibition, such as blurring of vision, palpitation, 
dizziness, headache, or mental confusion. With this opti- 
mal effective dose, propantheline, long-acting propanthe- 
line, mepiperphenidol, and methscopolamine bromides 
and Elorine sulfate (1-cyclohexyl-1-phenyl-3-pyrroli- 
dino-1-propanol methylsulfate ) were effective in all four 
patients, in that periods of anacidity of pH 4.5 or higher 
were produced consistently. Atropine methantheline bro- 
mides, and scopolamine N-butylbromide were effective in 
some, and G 3012 (diethylaminoethyl dimethylphenyl- 
cyclopentane carboxylate) and homatropine methylbro- 
mide were ineffective in all. The number of patients used 
was small; however, they were studied under conditions 
simulating as closely as possible those the physiologist 
requires in his study of gastric secretion in experimental 
animals. The optimal effective dose for propantheline, 
mepiperphenidol, and methscopolamine bromides and 
Elorine sulfate varied considerably among patients; 
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thus, to give an effective dose, at least as it concerns the 
inhibition of gastric secretion, one has to tailor the dose 
of a drug to each patient and not administer it according 
to body weight or any recommended uniform dose. Use 
of the newer anticholinergic drugs in doses ineffective for 
their intended purpose should not delude us less now than 
it did in the days when the physician prescribed 5 or 10 
drops of tincture of belladonna and believed he was using 
an effective pharmacological agent in the treatment of 
the patient with ulcers. The method suggested for the 
determination and use of the optimal effective dose clin- 
ically must be applied with caution in the older patient, 
especially in the male, in order to avoid possible unde- 
sirable side-effects on urination. The optimal effective 
dose of these drugs may induce constipation in some 
patients. Such an effect can be counteracted readily by 
simple measures and need not alter the method of proper 
use of these drugs. 


USE OF THYROID HORMONE 
HYPERTHYROIDISM 


TO DIFFERENTIATE BETWEEN 
AND EUTHYROIDISM 


Martin Perlmutter, M.D. 


Stanley Slater, M.D., Brooklyn, N. Y. 


Shortly after radioactive iodine (I'*') was made avail- 
able for general use, enthusiastic reports appeared as to 
its efficacy as a diagnostic agent. Skanse,' using the 24 
hour urinary excretion of the isotope, reported that 98 % 
of the hyperthyroid patients and not one of the euthyroid 
subjects had diagnostically low excretions. In his series 
of mildly hyperthyroid patients, the radioactive iodine 
test was 95% diagnostic as compared to an 86% ac- 
curacy of the serum protein-bound iodine determination 
and a 51% accuracy of the basal metabolic rate deter- 
mination. Similar findings were reported by Jaffe and 
Ottoman * who evaluated the 24 hour thyroid accumul 
tion of I'*' rather than its excretion in the urine. They 
observed that the radioactive iodine uptake was 95% 
accurate as compared with an accuracy of 80% for the 
serum protein-bound iodine test and of 67% for the 
basal metabolic rate. Thus of these three diagnostic pro- 
cedures, the tests employing radioactive iodine appeared 
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to be the most accurate. Reports soon appeared, how- 
ever, that there was considerable overlap between the 
euthyroid and the hyperthyroid subjects in the accumula- 
tion of radioactive iodine in the thyroid gland. Werner 
and others,® although reporting a 90% accuracy of the 
iodine test, observed an appreciable overlap when the up- 
take exceeded 40%. Goodwin and co-workers * and 
Roswit and others,’ in careful studies of various types of 
radioactive iodine examinations, reported considerable 
overlap between normal and hyperthyroid subjects in 
thyroid uptake in the range of 50 to 70%. Keating and 
others ° also concluded that a significant elevation of the 
iodine accumulation was encountered in some patients 
who did not have hyperthyroidism, e. g., patients with 
nontoxic adenomatous goiters or colloid goiters, patients 
after the ingestion of antithyroid drugs, and in some nor- 
mal subjects. Since we, too, found this overlap to be 
troublesome, we sought a simple test to differentiate more 
clearly between the hyperthyroid and the euthyroid pa- 
tients. 

Greer * observed that the ingestion of thyroid extract 
decreased the avidity of the normal thyroid gland for 
radioactive iodine. Starr and Liebhold-Schueck * demon- 
strated that the ingestion of l-thyroxin or very small doses 
of triiodothyronine were equally effective in inhibiting 
the activity of the normal thyroid gland. On the other 
hand, the thyroid gland of the hyperthyroid patient is in- 
sensitive to even large doses of either thyroid extract or 
triiodothyronine. Greer * has reported that the adminis- 
tration of doses of thyroid extract as large as 12 grains 
(0.78 gm.) per day failed to lower significantly the 
avidity of the hyperthyroid gland for iodine. Werner *° 
has given huge doses of triiodothyronine and failed to in- 
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hibit the overactive gland of Graves’ disease (diffuse hy- 
perthyroidism ). Thus it seemed that the effect of exoge- 
nous thyroid hormone on the collection of I'*' by the thy- 
roid gland might constitute the basis for a simple clinical 
test to differentiate between hyperthyroid and euthyroid 
patients who have radioactive iodine uptake values in 
the borderline range. 
METHODS 

Subjects.—The subjects used in this study were either 
normal persons—patients with diseases unrelated to the 
thyroid gland —or patients sent to the isotope laboratory 
for study because of the clinical diagnosis of possible hy- 
perthyroidism or of nodular goiter. 

Radioactive lodine Test.—The patients received about 
20 to 40 ue of I'*' in water without added sodium iodide. 
After 24 hours, by means of a bismuth tube Geiger 
counter, the uptake of the isotope by the thyroid gland 
was measured. The patient then received thyroid hor- 
mone as described below. Immediately prior to the in- 
gestion of a second tracer dose of I'*', the radiation of 
the thyroid area was again measured. Since 9% of I'* 
disappears in 24 hours, 91% of this retained radioactivity 
from the first dose was subtracted from the thyroid radio- 
activity recorded 24 hours after the ingestion of the sec- 
ond tracer dose. The second tracer dose was usually 
larger than the initial dose in order to minimize the error 
inherent in the calculation of the retained radioactivity 
from the previously ingested isotope. 

Thyroid Hormone.—The thyroid hormones used in 
this study were either thyroid extract (260 mg. per day) 
for two weeks or triiodothyronine (35 to 75 mcg. per 
day) for one or two weeks. 

Status of Thyroid Function.—The decision as to the 
state of the thyroid function in each person was made on 
the basis of the clinical picture, the laboratory findings, 
and the response to therapy. The effect of the ingested 
thyroid hormone on the thyroid gland was not known 


Comparative Effect of Triiodothyronine and Thyroid Extract 
in Inhibiting Thyroid Function 


No. of Mean Change in 
Subjects 1131 Uptake 
Daily 
Dose, Eu- Hyper- Hyper- 
Hormone Meg. thyroid thyroid Euthyroid thyroid 
Triiodothyronine 35 27 6 —70% +0.5% 
Triiodothyronine 70-75 55 95 —b68% —1% 
Thyroid extract 260,000 14 2 —T4% +1% 


2 
(Standard (Standard 
error of the error of the 

mean) mean) 


when the above decision was made. The serum level of 
the protein-bound iodine was the laboratory test most 
utilized. The response to therapy was evaluated after the 
ingestion of stable iodine (i. e., a saturated solution of 
potassium iodide), and occasionally, after the adminis- 
tration of therapeutic doses of I'*'. 


RESULTS 
A total of 135 persons was studied. We have been un- 
able, thus far, to arrive at a decision as to the status of 
the thyroid function in six of these patients; therefore, 
these will not be considered further. Of the 129 remain- 
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ing subjects, 113 were studied before and after the daily 
ingestion of 35 to 75 mcg. of triiodothyronine for periods 
of 7 to 14 days. As demonstrated in the table, within the 
variations used, the size of the daily dose did not affect 
the results. Similarly, varying the length of administration 
between 7 to 14 days did not affect the results. The results 
have therefore been considered for the entire triiodothy- 
ronine group and are depicted in the figure. Thirty-one 
hyperthyroid patients were studied; the percentage de- 
crease in their I'** uptake (i. e., 
x 100) was greater than 20% in only one person. In 
that single exception it was 32%. Of the 82 euthyroid 
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NUMBER OF PATIENTS 


A 

A 

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80-89 90-100 
% CHANGE IN I'S’ UPTAKE AFTER TRIIODOTHYRONINE 


The ingestion of triiodothyronine induced a decrease of less than 20% 
of the initial radioactive iodine (I*) uptake in 30 of 31 hyperthyroid 
patients and a decrease of more than 30% of the initial I** uptake in 
78 of 82 euthyroid subjects. 


persons, a decrease in the uptake of 30% or greater was 
recorded in all but four subjects. Three of the latter had 
nodular goiters, all of which were “hot” nodules. (A hot 
nodule is one that accumulates more ['*! than the con- 
tralateral normal thyroid tissue.) The fourth person had 
a normal sized or minimally diffusely enlarged thyroid 
gland; however, when the uptake was repeated after the 
daily ingestion of 260 mg. of thyroid extract for four 
months, a decrease of 87% was recorded. Sixteen per- 
sons received 260 mg. (4 grains) of thyroid extract daily 
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for two weeks. The effect of this medicament on the 
iodine uptake is shown in the table. The results are 
similar to those noted with triiodothyronine. The one 
euthyroid person whose uptake did not decrease by 30% 
or more had a “hot” nodule. 


COMMENT 

The results noted above are in agreement with previ- 
ous observations that ingested thyroid substance has a 
depressant effect on the collection of I'*' by the thyroid 
gland of euthyroid persons but not of hyperthyroid pa- 
tients. This divergence in effect can be used clinically in 
questionable cases to differentiate a euthyroid from the 
hyperthyroid patient. A decrease of more than 30% of 
the initial iodine uptake following the ingestion of thy- 
roid hormone is almost universally indicative of the 
euthyroid state; such a change occurred in 95% of the 
euthyroid subjects and in only 3% of the hyperthyroid 
patients. A decrease of 20% or less of the initial thyroid 
uptake is, conversely, strongly indicative of the hyperthy- 
roid state as indicated by its occurrence in 97% of the 
hyperthyroid subjects and only 5% of the euthyroid per- 
sons. The ingestion of 260 mg. of thyroid extract daily 
for two weeks or of 35 to 75 mcg. of triiodothyronine 
daily for either one or two weeks seemed equally effica- 
cious in separating the subjects of the various groups. 
One euthyroid subject, who did not have a nodular goiter, 
was insensitive to the inhibitory effect of 70 mcg. of tri- 
iodothyronine ingested daily for one week. However, a 
significant suppression of iodine collection was noted 
after a prolonged course of thyroid extract therapy. 
Whether this would have been true of the euthyroid per- 
sons who had “hot” nodules, which were insensitive to 
short-term thyroid inhibition, cannot be stated. 

The use of thyroid hormone administration as dis- 
cussed does not significantly detract from one of the most 
desirable features of the radioactive iodine thyroid up- 
take test, i. e., its simplicity. The efficacy of even shorter 
courses (perhaps one to three days) of thyroid hormone 
preparation is being explored, since it would tend to sim- 
plify the test even further. We have used the test in a 
variety of patients, including some with angina pectoris. 
The medication used caused no change in the symptoms 
of any of the patients tested except for an increase in 
angina of one patient. The doses of radioactive iodine 
used in both tracer studies were not excessive, since they 
usually did not total more than 100 uc. 

There is disagreement as to the site of the abnormality 
in the homeostatic mechanism that is present in Graves’ 
disease. Werner * states that the abnormality is in the 
thyroid gland, while Greer * suggests that it may be in the 
pituitary gland. One of us (M. P.) and others '' have 
presented evidence to show that the ingestion of thyroid 
extract does not decrease the sensitivity of the normal 
thyroid gland to injected thyroid-stimulating hormone. 
The fact that ingested thyroid hormone fails to inhibit the 
hyperplastic gland of Graves’ disease may be due either 
to decreased pituitary sensitivity to thyroid hormone in- 
hibition or to thyroid gland independence of thyroid- 
stimulating hormone control. The data herein presented 
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do not shed any light as to the site of the abnormality 
in Graves’ disease. Morgans and co-workers '” reported 
no difference between the response of patients recovered 
from thyrotoxicosis and that of normal subjects to the 
inhibitory effect of exogenous thyroxin. Werner '* has 
suggested that the inhibitory effect of thyroid hormone 
becomes prominent in nyperthyroid patients as their 
hyperthyroidism is cured by destroying part of the hyper- 
plastic thyroid by either surgery or radioactive iodine. 
If this is corroborated, it would appear that the primary 
defect in hyperthyroidism is in the thyroid gland and not 
in the pituitary. 

Means '* has suggested that there is a gradual transi- 
tion from the nontoxic to the toxic functioning (“hot”) 
thyroid adenoma. Our data seem to confirm this view. 
At one end of the spectrum are thoce patients with func- 
tioning thyroid adenoma who have a clinically toxic con- 
dition with elevated serum protein-bound iodine levels 
and with nodules that are insensitive to thyroid hormone 
inhibition. At the other end are those patients (number- 
ing six in our series) who are clinically euthyroid with 
normal serum protein-bound iodine levels and with nod- 
ules that are sensitive to thyroid hormone inhibition. 
Four of our patients would seem to fall into an inter- 
mediary group that can be characterized as being clin- 
ically euthyroid with normal levels of serum protein- 
bound iodine, but with nodules that are not sensitive to 
thyroid hormone inhibition. It is possible that the nodules 
in the latter group were originally thyroid sensitive and 
that if the natural course of the nodules had not been 
altered in these patients, they eventually would have be- 
come toxic. 

SUMMARY 


The thyroid function of 33 patients with hyperthy- 
roidism and 96 euthyroid subjects with a variety of dis- 
eases has been assayed by the 24 hour I'*' uptake by the 
thyroid gland both before and after the ingestion of thy- 
roid hormone, and by the determination of the serum 
protein-bound iodine. The initial uptake was at least 
40% of the ingested radioactive iodine in 108 of the 129 
subjects tested. A decrease of more than 30% of the ini- 
tial iodine uptake was noted in 3% of the hyperthyroid 
patients and in 95% of the euthyroid subjects. It is sug- 
gested that this test will be of assistance in differentiating 
between hyperthyroidism and euthyroidism. In about half 
of the patients with “hot,” nontoxic solitary nodular 
goiters, the active nodule fails to be inhibited. Thus this 
test is of limited value in the determination of toxicity in 
the presence of “hot” thyroid nodules. 
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SUBDURAL EMPYEMA SECONDARY TO ACUTE FRONTAL SINUSITIS 
A NEGLECTED BUT CURABLE EMERGENCY COMPLICATION 


J. Park Biehl, M.D., Cincinnati 


Subdural empyema, or subdural abscess, is a compara- 
tively uncommon complication of acute frontal sinusitis. 
Before the use of antibiotics, it was almost always fatal, 
but at the present time survival may be expected in the 
majority of cases, provided surgical drainage is done at 
the earliest possible stage. The need for early suspicion 
of the presence of subdural empyema thus greatly in- 
creases its significance, and the physician who treats re- 
spiratory disease should be familiar with its clinical mani- 
festations and the features that lead to its early diagnosis. 
It is surprising that subdural empyema is not mentioned 
in any of the popular textbooks of internal medicine, 
either as a separate subject or as a complication of frontal 
sinusitis, nor is it adequately described in most neuro- 
logical and neuropathological textbooks. 

The importance of subdural empyema secondary to 
acute frontal sinusitis to internists and general practi- 
tioners has been illustrated by four patients with this con- 
dition who recently were seen by the medical staffs of the 
Cincinnati General Hospital and the Cincinnati Veterans 
Administration Hospital. In only two of these was the 
correct diagnosis made or suspected. These errors serve 
also to point out that the physician frequently must go 
further than simply to conclude that a patient showing 
signs of meningitis has meningitis only. 


REPORT OF CASES 


Case 1.—A 42-year-old widow was admitted to the hospital 
Jan. 29, 1952. Ten days before admission the patient was visited 
by her sister, who noticed that the patient’s left orbit was swollen 
and discolored. An intense generalized headache was present, 
but the patient refused medical attention for several days. With 
the onset of vomiting six days before admission she consulted 
her physician. At this time the eye was not noticed, the swelling 
apparently having receded considerably. Penicillin was given, 
after which the patient refused further attention. She locked 
herself in her room until it was forceably entered by her family 
on the day of admission. She was comatose at that time. Physical 
examination showed a temperature of 103.8 F. The patient was 
in deep coma. The left orbit was somewhat edematous and 
ecchymotic, with proptosis. The pupils were normal. Purulent 
exudate was present in both external nares; the eardrums were 
normal. The neck was rigid. There was noticeable weakness of 
the entire right side when the patient attempted spontaneous 
movements. Reflexes were symmetrical and normal. Laboratory 
studies showed 36,900 white blood cells per cubic millimeter. 
Lumbar puncture revealed an initial pressure of 460 mm. H.O. 
The fluid was somewhat opalescent and xanthochromic and 
contained 740 white blood cells per cubic millimeter, 34% 
neutrophils, and 66% lymphocytes. A smear revealed no organ- 
isms. A roentgenogram of the chest was normal. Views of the 
skull revealed clouding of the frontal and ethmoid sinuses. 
The mastoids were normal. A blood culture was negative. 

Neurosurgical consultation was obtained, and the patient 
promptly was taken to the operating room with a provisional 
diagnosis of frontal sinusitis, subdural empyema, and possible 
brain abscess. Through a left anterior temporal incision, sub- 
dural pus was found, culture of which was negative. A smear 
showed a few gram-positive cocci. The pus was evacuated 
extensively, and the left frontal sinus was entered. Pus was 
present here, and the posterior plate was roughened. There was 
apparently direct extension of the infection to the interior. The 
right frontal sinus was evacuated, and the posterior plate was 


removed bilaterally. Pus was encountered over both frontal 
poles, and evacuation was carried out as completely as possible. 
Drains were left in place, and penicillin was applied locally. In 
addition the patient received penicillin, 3 million units daily, 
and streptomycin and chloramphenicol, 3 gm. of each daily. She 
failed to respond and died on the sixth postoperative day. The 
autopsy revealed that a small amount of pus remained over and 
below the frontal lobes. Surgical distortion of the frontal poles 
was seen, and a generalized moderate meningeal reaction was 
present. 


Comment.—The advanced stage of this patient’s sub- 
dural infection was undoubtedly the main reason for her 
failure to survive. The diagnosis could probably have 
been made earlier, the main clue being the orbital swell- 
ing. This was noted by Kubik and Adams ' in 10 of 
their 12 cases of subdural empyema originating from the 
frontal sinus. Others have indicated this collateral spread 
of infection to the orbit as being of less diagnostic sig- 
nificance insofar as subdural empyema is concerned.? 


Case 2.—A _ 14-year-old boy was admitted to Cincinnati 
General Hospital Nov. 26, 1951. Eight days before admission 
the patient developed an upper respiratory infection and had a 
rather severe bifrontal headache. Two days later, when the ill- 
ness had not abated, the family doctor was called, and he ad- 
ministered sulfadiazine “for the flu.” The next day the boy began 
to vomit, and soon after he became confused and disoriented. 
Two days before admission weakness in the right extremities 
was noted, and this became progressively more profound. 
Physical examination showed a temperature of 102.8 F. The 
patient was an acutely ill boy who was disoriented, uncoopera- 
tive, and, though able to enunciate words, was not able to put 
them together in a coherent sentence. There was tenderness to 
palpation over the frontal sinuses, more marked on the left. 
The nasal muccus membranes were dry and red, with a small 
amount of seromucinous discharge in the middle meatuses. 
The pharynx was mildly injected. The optic disks were clearly 
outlined, but the physiological cups were absent and the retinal 
veins were full. The pupils were normal. A supranuclear type 
of facial palsy was apparent on the right. There was flaccid 
paralysis of the right trunk and extremities, more profound in 
the leg and thigh than in the arm or face. The deep reflexes were 
hypoactive on the right side, and the superficial abdominal re- 
flexes were absent on that side. A Bakinski response was present 
on the right. Nuchal rigidity and a Kernig’s sign were elicited. 
Laboratory studies showed 25,600 white blood cells per cubic 
millimeter. Lumbar puncture revealed an initial pressure of 
350 mm. H.O. The fluid contained 23,000 white blood cells per 
cubic millimeter, most of these being neutrophils; the protein 
level was 150 mg. per 100 cc.; and the sugar 35 mg. per 100 cc. 
Cultures of the cerebrospinal fluid were negative. Nasal cultures 
revealed Micrococcus (Staphylococcus) pyogenes var. aureus 
and nonhemolytic streptococci. Roentgenograms of the skull 
revealed marked clouding of the left ethmoid, frontal, and 
maxillary sinuses. 

The patient was given sulfisoxazole, 6 gm. daily, chloram- 
phenicol, 1.5 gm. daily, penicillin 2,400,000 units daily, and 
penicillin intrathecally, 10,000 units on two occasions. His state 
of consciousness vacillated from stupor to relative awareness, 


From the Department of Internal Medicine, University of Cincinnati 
College of Medicine, and the Cincinnati General Hospital. 
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during which he talked to his family. The right pupil became 
larger than the left, and papilledema developed bilaterally. 
Death ensued when the patient very suddenly became cyanotic, 
tachypneic, and a minute later ceased breathing. Autopsy re- 
vealed greenish suppuration of the ethmoid sinuses and massive 
subdural empyema on the left. Cultures revealed beta-hemolytic 
streptococci. In addition a temporal lobe pressure cone was 
present in the left 


Comment.—Discussion of this case has been pub- 
lished elsewhere as a clinicopathological conference.* 
Features that should have led to surgical exploration for 
subdural pus included acute frontal sinusitis and hemi- 
plegia, neither of which is commonly seen in acute 
leptomeningitis (see below). 


Case 3.—A 16-year-old boy was admitted to the hospital 
April 11, 1954. For four weeks he had had a cold, including 
cough, fever, and chilliness. After one week severe right frontal 
headache developed, and he was anorexic, weak, and remained 
in bed. He got up to go to the bathroom on the night before 
admission and fell because his leg was paralyzed. Weakness of 
the right arm was also noted at this time. There was no stiffness 
of the neck or back, and the patient had had no convulsions. 
Physical examination showed a temperature of 102.2 F. The 
patient was ill and lethargic. The head was symmetrical, and no 
local inflammation was noted over the sinuses. The extraocular 
movements were normal, and pupils reacted normally. Exami- 
nation of the ocular fundi was normal. There was a right 
homonymous hemianopsia. The neck was somewhat stiff to 
flexion but not painfully so. There was weakness of the right 
arm and complete flaccid paralysis of the right leg. Deep reflexes 
were difficult to obtain and were absent in the ankles. The right 
abdominal reflex was absent. There was no Babinski sign. 
Laboratory studies showed 23,500 white blood cells per cubic 
millimeter, 84% neutrophils, and 16% lymphocytes. Lumbar 
puncture revealed an initial pressure of 410 mm. H:O. The fluid 
was turbid, containing 1,800 white blood cells per cubic milli- 
meter, 90% of which were lymphocytes and 10% neutrophils. 
The protein level was 137 mg. per 100 cc. and sugar 51 mg. per 
100 cc. Smear and culture were negative. The blood sugar at 
the time of the spinal tap was 115 mg. per 100 cc. Roentgeno- 
grams of the chest and skull showed no abnormality; the frontal 
sinuses were not well visualized, however. Culture of the blood 
was negative. On arrival on the ward the patient had a right- 
sided seizure, beginning in the right arm. Amobarbital (Amytal) 
sodium, 500 mg., was given, and the patient was stuporous 
thereafter. He was given streptomycin, 4/2 gm. every 12 hours, 
penicillin, 1 million units every 2 hours, and isoniazid, 100 mg. 
every 8 hours. Six hours after admission another convulsion 
appeared, following which the patient became deeply comatose, 
and he died 12 hours after admission to the ward. Autopsy 
revealed extensive subdural suppuration bilaterally. A 2 cm. 
extradural abscess was seen behind the right frontal sinus, which 
also contained pus. Erosion of the bony plates of the sinus was 
not observed. Cultures revealed beta-hemolytic streptococci and 
an organism of the colon group. 


Comment.—It was prematurely concluded that the 
most likely diagnosis in this case was tuberculous menin- 
gitis. Leukocytosis is not common in tuberculous menin- 
gitis, and further investigation of the frontal sinuses by 
x-ray would probably have led to the correct diagnosis. 
As in case 2, more than meningitis was present, and sur- 
gical drainage should have been performed with more 
appropriate antibiotic therapy. 

Case 4.—A 21-year-old male entered the Cincinnati Veterans 


Administration Hospital Aug. 4, 1954. Two weeks prior to 
admission the patient developed a severe headache and was seen 
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4. Evans, W.: Pathology and Aetiology of Brain Abscess, Lancet 
1: 1231 (June 6) 1931. 

5. Biehl, J. P., and Will, J. J.: Unpublished data. 
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by a physician who made a diagnosis of acute frontal and 
ethmoid sinusitis. The nasal membranes were shrunken, and a 
large amount of pus was obtained. Penicillin, 300,000 units 
orally per day was prescribed, and one week later the patient 
was much better, although some drainage was still present. He 
again returned to his physician two days before admission 
complaining of loss of appetite and recurrence of headache. 
Hospitalization was advised, but he remained at home in bed 
at his father’s insistence. Eighteen hours before admission the 
headache was worse and extended more posteriorly. Aspirin 
gave no relief, and he did not sleep that night. He appeared to 
be somewhat confused, and on dressing to come to the hospital 
he remarked that he could not see well. He became suddenly 
aphasic while waiting to be seen in the receiving ward. 

Physical examination showed a temperature of 100.8 F. The 
patient was a thin, well-developed man who did not respond to 
questions but who was able to follow repeated commands. He 
moved restlessly and did not speak. The left pupil was some- 
what enlarged, but both reacted well to light. The ocular fundi 
were not remarkable, and the eardrums were normal. There was 
a small amount of yellow discharge in both external nares. 
There was no redness or apparent tenderness over the frontal 
sinuses. Stiffness of the neck with slight soreness was present. 
Drifting occurred when the right arm was extended, and tendon 
reflexes were somewhat hyperactive on the right side. There was 
unsustained ankle clonus on the right, and a Babinski sign was 
elicited on that side. Laboratory studies showed 30,700 white 
blood cells per cubic millimeter, 91% neutrophils, 7% lympho- 
cytes, and 2% monocytes. Lumbar puncture revealed an initial 
pressure of 210 mm. H.O. The fluid was clear and colorless, 
containing 23 cells, 60% neutrophils, and 40% lymphocytes. 
The protein level was 42 mg. per 100 cc. Smear and culture were 
negative. Culture of the nose revealed a nonspecific flora on the 
right and beta-hemolytic streptococci and Hemophilus influenzae 
on the left. A roentgenogram of the chest was normal. Views of 
the sinuses revealed clouding of the left antrum, left ethmoid, 
and both frontal sinuses. Skull films were otherwise normal. 
The patient was given streptomycin, 1 gm. every 12 hours, and 
penicillin, 600,000 units every 4 hours. Six hours after ad- 
mission the left pupil was widely dilated and fixed. The patient 
was taken to the operating room, and a left anterior temporal 
burr hole was made. Subdural pus was encountered in large 
quantities, and drainage was completed through an enlarged 
incision. Tetracycline and erythromycin were given intra- 
venously after operation. On the second postoperative day the 
patient became responsive, but aphasia persisted, with slow 
improvement. Recovery was otherwise uneventful. 


Comment.—Early recognition of the likelihood of sub- 
dural empyema in this patient made recovery possible. 
The possibility of intracranial spread was suggested when 
it appeared that the sinusitis was improving but that the 
patient was again becoming sick, with recurrence of 
headache and anorexia. 


PATHOGENESIS 

Intracranial infection may be localized in the epidural, 
subdural, or subarachnoid spaces, in venous sinuses, or 
within the brain. Although statistical data are lacking, 
it is my impression that subdural infection is the most 
common intracranial complication of frontal sinusitis, 
although any of the other intracerebral areas may less 
frequently become infected singly or combined with one 
another. Evans * described 194 cases of brain abscess in 
which autopsy was performed and found a primary focus 
in the frontal sinus in only 7. Of 114 consecutive patients 
with pneumococcic meningitis treated at the Cincinnati 
General Hospital from 1941 to 1954, only 3 were asso- 
ciated with frontal sinus infection.’ The route of the in- 
fection spreading to the subdural space may be either di- 
rect, with necrosis of bone and rupture of the dura by the 
expanding infection, or by spread through infected veins. 
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Either route appears to be common, Why the subdural 
space should be more readily infected than the other 
areas is not clear. The abundance of capillaries exposed 
on the inner surface of the dura was pointed out by Mac- 
Ewen," and may play a causative role. It is also obvious 
that the epidural “space” is not really a space, normally 
being obliterated by fibrous adherence of the dura to the 
inner table of the skull. The subdural space, on the other 
hand, is potentially large over the hemispheric surfaces, 
and one can easily see how infection therein may spread 
rapidly. Contralateral spread via the interhemispheric 
fissure is relatively common,’ especially since the pus does 
not form loculations as the infection is spreading.’ On 
the other hand, direct spread from the subdural space to 
the subarachnoid space is rare, although sterile inflam- 
matory reactions are usually seen in the cerebrospinal 
fluid. It is remarkable that frank infection of the spinal 
fluid does not take place when one considers the delicate 
structure of the arachnoid membrane. 


The importance of osteomyelitis of the frontal bone as 
an associated manifestation of subdural empyema has 
been mentioned,' and the occasional presence of epidural 
abscess and brain abscess together with subdural 
empyema has been frequently noted. The infecting or- 
ganism is usually a Streptococcus, either beta hemolytic 
or nonhemolytic.* Other, less common species may be 
present, usually together with the Streptococcus, and 
must be considered in planning chemotherapy. Sites of 
origin of subdural empyema other than the frontal sinus 
are less common but must be mentioned in this discussion. 
Infections of the middle ear and mastoid were considered 
previous to 1933 as the main source of subdural 
empyema.' For reasons that are not clear, otogenic 
origin is now described in a small minority of cases ° and 
is said to be less fulminating in its course.’ Other 
sources include the sphenoid and maxillary sinuses, ab- 
scessed upper teeth, and operative accidents, all of which 
are uncommon. 


CLINICAL MANIFESTATIONS 

In contrast to the usual case of brain abscess, the clin- 
ical course of subdural empyema is characteristically 
rapid and fulminating. Death within two days of the first 
sign of intracranial disease is occasionally seen. A com- 
paratively uniform clinical course is the rule.'' Following 
or during the manifestations of acute frontal sinusitis, 
severe diffuse headache may appear with a disturbance 
in consciousness, either excitatory or depressive. There 
may be chills and vomiting, but usually these are not de- 
scribed. Signs of meningeal initiation and fever may be 
conspicuous, and, most important, focal neurological 
signs appear somewhat later: seizures, aphasia, hemi- 
plegia, pupillary abnormalities, and homonymous hemi- 
anopsia. The latter is said to be present when interhemi- 
spheric pus is present.'* The patient steadily passes into 
coma. A collateral finding considered by some ° to be of 
diagnostic significance is orbital infection, with proptosis, 
ecchymosis, and engorgement of the eyeball. This occurs 
as a result of invasion downward of the infection through 
the orbital plate and, when present, may indicate also 
intracranial spread. Abnormalities of the retinas, such 
as venous engorgement and early papilledema, are fairly 
common. The peripheral blood reveals a polymorphonu- 
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clear leukocytosis that usually is excessive, values over 
30,000 being common. The cerebrospinal fluid may re- 
flect meningeal irritation, with elevated pressure and in- 
creased cells, although counts over a few hundred are 
exceptional. Of importance, particularly when the spinal 
fluid cells are greatly increased, are the facts that the 
fluid is almost always sterile and the sugar content normal. 

Roentgenograms of the sinuses may be of help from 
the point of view of establishing the presence of frontal 
sinusitis. Only occasionally, however, is there specific 
radiological indication of spread of the infection intra- 
cranially, since x-ray signs commonly do not appear soon 
enough in the course of frontal bone osteomyelitis or 
osteitis to be of help. At times, nonetheless, erosion of 
the posterior plate of the frontal sinus may be a deciding 
diagnostic finding. 

DIAGNOSIS 

The possibility of subdural empyema arises particu- 
larly in two groups of patients: those with acute frontal 
sinusitis and those with meningitis. Certain features in 
the patient with sinusitis are regarded as indicative of in- 
tracranial spread **: the occurrence of generalized head- 
ache, vomiting, chills, changes in sensorium, visual dis- 
turbances, cranial nerve palsies, convulsions, focal neuro- 
logical signs, and improvement of the sinus condition but 
worsening of the patient’s general condition. The pres- 
ence of orbital infection should always make one suspect 
intracranial spread. Subdural empyema may specifically 
be suspected when the course is fulminating and where 
there is hemiparesis, aphasia, convulsions, and a menin- 
geal reaction. Patients with acute meningitis frequently 
present difficult diagnostic problems, prominent among 
which is the infection under discussion. In general, any 
patient with acute meningitis who also has frontal sinu- 
sitis, weakness or paralysis of one side, aphasia, or major 
focal convulsions should be a candidate for exploratory 
surgery, for all of these are infrequent findings in menin- 
gitis. Mention has been made of the infrequency with 
which frontal sinusitis is associated with acute lepto- 
meningitis. In the series of 114 patients previously al- 
luded to, none showed hemiparesis or hemiplegia.*° These 
two observations have also been described by Courville 
and Wood respectively.'' The further finding of sterile 
cerebrospinal fluid with no reduction in the sugar con- 
tent is of much significance, unless the patient has pre- 
viously received antibiotics, and x-rays of the sinuses 
should indicate whether the frontal sinuses contain pus. 
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TREATMENT 

Surgical exploration and drainage of the subdural 
space is essential for treatment and at the same time is 
necessary to establish the diagnosis. Discussion of sur- 
gical procedure is not pertinent to this presentation, ex- 
cept that drainage should be extensive, that tubes should 
be left in the subdural space for the local instillation of 
antibiotics, and that the original source of infection 
should be eliminated. Antibiotic therapy should be ap- 
propriate to the offending bacteria. The predominance of 
streptococci, which are in the majority nonhemolytic, 
suggests that a regimen of penicillin and streptomycin in 
high doses would be most adequate until sensitivity tests 
are reported. Further therapy may then be altered, if in- 
dicated, by the results of the sensitivity tests. Treatment 
should be prolonged until the meningeal reaction has 
subsided and until no other signs of infection are present. 


SUMMARY 

In four cases of acute subdural empyema secondary to 
frontal sinusitis a review of the pathogenesis, clinical 
manifestations, and diagnosis of this comparatively un- 
common disease was made. It is important to emphasize 
it, however, because the disease is curable if diag- 
nosed early and treated surgically with drainage together 
with the proper antibiotics. Exploration is indicated in 
any patient with meningitis associated with frontal sinu- 
sitis and hemiparesis, hemiplegia, or aphasia. A more 
widespread consciousness of this disease is needed, as 
it islikely to be seen by any physician treating respiratory 
disease. 

3231 Burnet Ave. (29). 
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PAROTID DUCT SARCOMA, AN UNUSUAL 
TUMOR OF THE FACE 


Clyn Smith Jr., M.D. 
Charles C,. Gratiot, M.D. 


Ernest E. Simard, M.D., Monterey, Calif. 


An interesting-but unusual tumor of the face was seen 
in a 29-year-old man. This proved to be a sarcoma of the 
left parotid duct. A careful search of the literature re- 
vealed that no cases of sarcoma of the parotid duct have 
ever before been reported. Only two cases of carcinoma 
of the parotid duct* are recorded. This patient pre- 
sented many interesting clinical features, which are de- 
scribed in the following case report. 


REPORT OF A CASE 
On Jan. 30, 1952, a 29-year-old white male truck driver 
entered the Monterey County Hospital, Salinas, Calif., with a 
1.5 by 2 cm. mass in the center of the left cheek. He had found 
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this while shaving, two and a half months before admission. 
Because of progressive growth of the lump since he had first 
noticed it, he sought medical advice. His history and family 
history were not contributory. The tumor was firm, very slightly 
movable underneath the skin, and resembled a sebaceous cyst. 
Both this, and a tumor of Stensen’s duct, were considered in the 
preoperative differential diagnosis. 

On Jan. 31, 1952, with use of local anesthesia, the mass was 
explored and found to arise from the left parotid duct. A portion 
of the duct measuring approximately 2 cm. in length was re- 
sected, in order to remove the tumor intact (fig. 1). The continuity 
of the duct was reestablished by doing an end-to-end anastomosis 
over a small polyethylene tube. This anastomosis was done in 
two layers, with an inner layer of interrupted 0000 chromic 
catgut and an outer layer of interrupted 00000 silk. The poly- 
ethylene tube, which projected through the duct orifice into the 
mouth, was kept inside the duct with a single no. 32 stainless 


Fig. 1.—The tumor arising from the parotid duct. A probe has been 
passed through the excised segment of the duct. 


steel wire, which was passed through the skin of the cheek, 
through the duct and tube, and back out again through the skin 
of the cheek. The wire was removed, and the polyethylene tube 
was extracted through the duct orifice three weeks postopera- 
tively, leaving a well-functioning duct. 


Subsequent pathological examination of the tumor revealed 
that it was a sarcoma. Microscopic examination showed the 
tumor cells to be arranged in irregular bundles and whorls, with 
the individual cells varying considerably in size and shape. The 
cells showed considerable reversal of the nuclear cytoplasmic 
ratio, and mitoses were not uncommon. Because of the malig- 
nant nature of the tumor and the fact that only a local excision 
had been done, it was decided to perform a prophylactic radical 
excision of the side of the face. The importance of this pro- 
cedure was emphasized by the appearance of a small firm area 
in the scar three weeks after the original excision. 

Therefore, on Feb. 25, 1952, a radical excision of the side 
of the face was carried out. The outline of the incision is shown 
in figure 2. At this time, a block dissection of the entire left 
cheek was done. Removed in one single specimen were the skin 
overlying the cheek, the entire parotid gland, the entire re- 
anastomosed parotid duct, the masseter muscle, and the under- 
lying oral mucosa, including the orifice of Stensen’s duct. The 
defect thus produced was closed with interrupted no. 32 stain- 
less steel wires with the aid of two relaxing incisions, one below 
the left mandible and one in the left temporal region. The main 
branch of the left facial nerve was, of course, resected in the 
block specimen. The patient’s face healed by primary intention. 
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after this radical excision. Examination of the pathological 
specimen showed there was already a recurrence of the sarcoma 
in the primary operative scar. 

The patient remained well until July, 1952, when he developed 
a small left submandibular mass. A biopsy of this mass showed 
tumor cells of the same variety found in the original lesion. A 
left radical neck dissection was then advised. Seeking further 
consultation, the patient entered a Veterans Administration 
hospital on July 23, 1952, and a left radical neck dissection was 
done there on Aug. 13, 1952. More tumor was found in one of 
the nodes in the specimen removed during the radical neck dis- 
section. After this operative procedure, the patient returned to 
work and was asymptomatic until February, 1953, when he 
developed back pain while working in Arizona. He returned to 


Fig. 2.—Outline of the incision used for the second operation, The 
entire left side of the cheek was excised, along with the oral mucosa. 
remaining parotid duct, and gland, 


the Monterey County Hospital on April 12, 1953, where x-rays 
of the lumbar spine revealed metastases in the second and fourth 
lumbar vertebrae. By this time, the mass had also recurred under 
the left ear, in the left side of the neck, and in the left side of the 
cheek. The patient followed a progressively downhill course and 
died on May 28, 1953. Permission for autopsy was requested but 
refused. 


Cass Street at Carmelita Avenue (Dr. Smith). 


Tuberculomas of the Central Nervous System.—In the past the 
prognosis of tuberculomas of the central nervous system has 
been considered grave, primarily because of the usual progression 
to tuberculous meningitis, either spontaneously or as the after- 
math of attempted surgical intervention. As recently as 1932 
Cushing advocated decompression as the only surgical procedure 
for these lesions. Surgical results remained poor until the intro- 
duction of the antituberculous chemotherapeutic agents, strepto- 
mycin and p-aminosalicylic acid (PAS) to combat and prevent 
the complicating meningitis. With the addition of isoniazid to 
the therapeutic armamentarium, another potent agent is now 
available. Because of these advances, the previous pessimistic 
attitude toward surgical removal of these lesions is no longer 
justified —M. Schwartz, M.D., and others, Tuberculomas of the 
Central Nervous System: Review and Report of Four Cases 
Successfully Managed with Surgery and Chemotherapy, Annals 
of Internal Medicine, May, 1955. 
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FAMILIAL DIABETES INSIPIDUS 


REPORT OF ONE OF FOURTEEN CASES 
IN FOUR GENERATIONS 


Robert C. Moehlig, M.D. 
and 


Richard C. Schultz, M.D., Detroit 


Familial diabetes insipidus is a rare occurrence. 
Paschkis, Rakoff, and Cantarow ' in their recent book 
“Clinical Endocrinology” state that 1 out of 70 cases was 
studied at the Peter Bent Brigham Hospital and none of 
42 cases was studied at the University of Michigan. Ac- 
cording to those authors: “The most impressive family 
tree contains 45 cases among 220 members of a family, 
in 5 generations. The transmission is probably through 
a dominant gene.” Gates * cites Weil's classic case re- 
ported in 1884, in which there were 23 affected (14 male 
and 9 female) in four generations. “The original progen- 
itor was born in 1772 in Oberhessen [Germany] and had 
220 descendants in five generations, 34 of whom had 
diabetes insipidus. Weil Jr. (1908) added 1] cases 
in the fifth generation of this family, making 34 cases 
(22 male-12 female) in five generations, the sibships 
numbering 34 affected: 46 normal. This is an ordinary 
dominant pedigree except for the excess of normals and 
one skip of a generation. Camerer (1935) added to 
Weil’s pedigree two cases in the sixth generation, the ratio 
of total affected to normal being 35:33. The family 
is now widely scattered in Germany and America.” 
Gates ° makes references to several reports on familial 
diabetes insipidus, such as those of Chase, Maranon, and 
Bouilla; Ganslen and Fritz; Eaves; and Levit and Pessi- 
kova. 

REPORT OF A CASE 

A 21-year-old housewife was admitted to Harper Hospital on 
Aug. 15, 1954, with the complaint of severe diffuse headache 
of intermittent character present for 13 years. This occurred 
every two or three days and would last for several hours. It 
usually began as a unilateral ache over the right frontal-parietal 
region, became diffuse, and was accompanied by nausea and 
occasionally by vomiting. The mother stated that the patient had 
an insatiable thirst with polyuria ever since birth. A recently 
measured 24 hour fluid intake was recorded as approximately 
8,000 cc., and the output was about 9,000 cc. She urinated about 
every two hours, both day and night. She did not consider the 
polyuria and polydipsia of any great significance, because several 
other relatives had the same symptoms. The history was not 
significant. System review other than stated above was normal. 
Menarche began at the age of 12, with regular periods of 
5 to 6 days’ duration at 28 day intervals. The patient had been 
married for one and a half years. 

Physical examination showed her weight to be 130 Ib. (60.3 
kg.), height, 63 in. (160 cm.). She had a firm, diffusely enlarged 
thyroid that gave the impression of a colloid, nontoxic goiter. 
The pulse rate was 76 per minute, blood pressure, 125/70 mm. 
Hg. The funduscopic and perimetric examinations were normal. 
Other than a hyperreflexia of the lower extremities, the neuro- 
logical examination was normal. The complete blood cell count, 
blood nitrogen, blood sugar, urea, chlorides, and Kahn test were 
normal. Several specimens of urine had a specific gravity of 

From the departments of medicine (Dr. Moehlig) and surgery (Dr. 
Schultz), Harper Hospital. 

Drs. T. Hoffer and A. Nielsen gave permission for the reporting of 
the case. 

1. Paschkis, K. E.; Rakoff, A. E., and Cantarow, A.: Pegg Endo- 
crinology, ed. 1, New York, Paul B. Hoeber, Inc., 1954, 


2. Gates, R. R.: Human Genetics, ed. 1, New York Px Macmillan 
Company, 1946, vol. 1, pp. 551-553. 
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1.090, with negative microscopic findings. The 24 hour average 
fluid intake was 6,340 cc. and the output 6,500 cc. Roentgeno- 
grams of the skull were interpreted as showing a roofed-in sella 
without enlargement or erosion. An intravenous pyelogram was 
reported as follows: “No organic lesion was demonstrated in this 
study of the patient's urinary tract. Visualization was satisfactory 
despite the low specific gravity of the patient’s urine.” 

In order to determine whether the polyuria and polydipsia 
were psychogenic, we employed the test advocated by Carter and 
Robbins,® which demonstrates that, if fluids are withheld, the 
urine will be concentrated, since there is no deficiency of anti- 
diuretic hormone in normal individuals and those with psycho- 
genic disorders. Intravenous infusion of hypertonic saline solu- 
tion will produce a release of antidiuretic hormone from the 
neurohypophysis in normal individuals. We utilized the following 
technique. No water was given after midnight, the nurses being 
instructed to watch the patient carefully. At 7:50 a. m. a Foley 
catheter was inserted, the bladder emptied, and the catheter 
clamped. Commencing at 8 a. m., 200 cc. of water (20 cc. per 
kilogram of body weight) was given orally every 10 minutes for 
six times; beginning at 8:15 a. m. urine specimens were collected 
every 15 minutes by removing the clamp for 2 minutes. The 
volume of each specimen was measured. At 8:45 a. m., after 
two consecutive urine collections exceeded 90 cc., an intravenous 
infusion of 3% sodium chloride was given (Thorn and Forsham 4 
give 3% sodium chloride instead of the 2.5% used by Carter 
and Robbins), running at the rate of 15 cc. per minute (0.25 cc. 
per kilogram per minute) for 45 minutes. At 9:30 a. m. intraven- 
ous infusion was stopped, but urine collections were continued. 
The flow of urine was not decreased below 90 cc. every 15 
minutes during the 45 minutes of hypertonic saline infusion nor 
in the two subsequent collections made every 15 minutes after 
the infusion was discontinued. At 10 a. m., 0.1 unit (0.02 cc.) 
of vasopressin (Pitressin) was given intravenously. Urinary col- 
lections were continued every 15 minutes for one hour, and the 
catheter was then removed. 


ag 8 


3% SODIUM CHLORIDE 

¢ 0.25 CC. /KG, /MIN, 


: 
© 6,1 UNIT VASOPRESSIN 


URINE FLOW - CC./MIN. 


% 
é 
5 
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ewe PATIENT 00° 
0 45 TIME IN MINUTES 120 180 


Fig. 1.—Response to hypertonic saline and vasopressin given intra- 
venously, 


In normal individuals and those with psychogenic polyuria 
and polydipsia, there is a decrease of urinary output during or 
within 30 minutes after the infusion; this is due to the release 
of antidiuretic hormone. Our patient had no decrease in output. 
As seen in figure 1, the normal subject’s urinary output decreases 
from around 12 cc. per minute to approximately 2 cc. per 


3. Carter, A. C., and Robbins, J.: Use of Hypertonic Saline Infusions 
in Differential Diagnosis of Diabetes Insipidus and Psychogenic Poly- 
dipsia, J. Clin. Endocrinoi. 7: 753-766, 1947. 

4. Thorn, G. W., and Forsham, P. H.: Diseases of the Posterior 
Pituitary Gland, in Harrison, T. R.: Principles of Internal Medicine, ed. 1, 
Philadelphia, Blakiston Company, 1950, pp. 564-569, 

5. Kilduffe, R. A.: Clinical Urinalysis and Its Interpretation, Phila- 
delphia, F. A. Davis Company, 1937. 

6. Williams, R. H.: Nephrogenic Diabetes Insipidus Occurring in 
Males and Transmitted by Females, abstracted, J. Clin. Invest. 25: 937- 
938, 1946, 
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minute. Our patient’s output went from 10 cc. per minute to 


14 cc. per minute, thus showing even an increase in output 
during the hypertonic saline test. 

The response to vasopressin given intravenously (fig. 1) was 
as follows: after the first 15 minutes the urinary output was 
70 cc., with a specific gravity of 1.000; after the second 15 
minutes the urinary output was 2 cc. (specific gravity not 
measured); after the third 15 minutes the output was 30 cc, 
and the specific gravity 1.008; and after the fourth 15 minutes 
the output was 180 cc. and the specific gravity 1.000. Thus, only 


F’g. 2.—Incidence of diatetes insipidus in four generations of one 
family. The solid black dot is an individual with polyuria and polydipsia. 


5S cc. per minute was passed in the first 15 minutes, 0.13 cc. in 
the second, 2 cc. in the third, and 12 cc. in the fourth. 

In giving the family history, the patient stated that several 
members of her family had excessive urination and thirst. The 
mother was contacted, but she found it difficult to come to the 
hespital because of her polyuria. She stated that the following 
members of the patient’s family had polyuria and polydipsia: 
the maternal grandmother, the patient’s mother (the informant), 
a maternal aunt, a maternal uncle, two female cousins (daughters 
of the afflicted aunt), two female and one male cousin (daughters 
and son of the afflicted uncle), and a sister whose twin daughters 
and son also had the condition. Thus, there are 14 members 
of a family in four generations with polyuria and polydipsia 
(fig. 2). The maternal aunt was the only one treated for the 
ailment. She was treated in the outpaiient department of a local 
hospital, but what therapy she received was not known. It is 
known that she died of a cerebral hemorrhage. The patient’s 
sister (mother of the twin daughters and son) had albuminuria 
and convulsions during the pregnancy of the twins; pregnancy 
was terminated by cesarean section at the eighth month. Several 
older members of the family, as well as the younger generation, 
had nocturnal enuresis. 


COMMENT 

The case reported is one of true diabetes insipidus, as 
evidenced by the continued diuresis with the hypertonic 
saline solution, thus classifying it as a true polyuria and 
polydipsia and not psychogenic. The family history also 
supports this diagnosis. The patient’s urinary output 
averaged 14 cc. per minute during a one hour period, in 
which time she had an intake of 1,200 cc. of water. Kil- 
duffe ° considers v6lumes over 2,000 cc. as polyuria. The 
response to vasopressin given intravenously was ade- 
quate and shows that there was no defect in the renal 
tubular system such as occurs in nephrogenic diabetes 
insipidus. The latter condition is frequently familial. 
Thorn and Forsham * state: “in recent years there has ap- 
peared a small group of cases, mostly familial, in which 
considerable evidence suggests a hereditary refractori- 
ness of the renal tubules as the primary defect.” Wil- 
liams ° reported seven members of one family, extending 
over five generations, who had diabetes insipidus. “The 
disease was found only in males, but was transmitted only 
by females. In spite of the enormous water exchange, 
growth and development were but slightly impaired in 
5 of the patients; of the other two, one died in infancy, 
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and the other one, who is now 8 months old, weighs only 
9 pounds.” Three patients were treated with posterior 
pituitary (Pituitrin) but experienced slight or no anti- 
diuresis. Five of the seven patients were known to have 
varying degrees of impairment in kidney function. Wil- 
liams concludes that these are cases of nephrogenic dia- 
betes insipidus. 

One might assume an analogy to renal glycosuria and 
to renal albuminuria of the orthostatic type. In order to 
have further evidence that our patient was not resistant 
to vasopressin, we gave her | cc. of vasopressin tannate 
in oil. The result with a 24 hour fluid intake of 2,510 cc. 
was an output of 2,000 cc. After the injection with vaso- 
pressin tannate there was no nocturia. This was the first 
time she could remember that this had occurred. Natu- 
rally, she was happy over the result, and she is to be given 
the vasopressin injections by her husband. The entrance 
complaint of headaches associated with frequent attacks 
of vomiting seemed to be migraine. The colloid goiter 
was not clinically active. 


SUMMARY AND CONCLUSIONS 

In the case of a 21-year-old housewife with an 
inactive colloid goiter who had severe headaches and in- 
tense polyuria and polydipsia study led to the con- 
clusion that she had diabetes insipidus, which responded 
to vasopressin given intravenously and intramuscularly. 
The importance of the case rests in the fact that she was 
1 of 14 in four generations who had polyuria and poly- 
dipsia. Also, several members of the family had enuresis 
nocturna. The patient’s sister had albuminuria and con- 
vulsions during a pregnancy, requiring termination of the 
pregnancy by cesarean section at the eighth month. 


ADDENDUM 
Since this paper was submitted for publication, Lev- 
inger and Escamilla * reported 20 cases of familial dia- 
betes insipidus in seven generations. 
964 Fisher Bldg. (2) (Dr. Moehlig). 


7. Levinger, E. L., and Escamilla, R. F.: Hereditary Diabetes Insipidus: 
20 Cases in 7 Generations, J. Clin. Endocrinol. 15: 547-553, 1955. 


Anemia Associated with Protein Malnutrition.—During the past 
three decades it has become clear that protein malnutrition 1s 
a major cause of death and disability throughout the Tropics. 
Its severest effects are on infants and young children, but there 
are reasons for believing that older children and adults, and 
particularly pregnant women, are affected by it. . . Among 
certain communities children may be born with livers already 
damaged by maternal malnutrition. If they survive they again 
pass through a period following weaning during which the 
demand for protein imposed by growth is greater than the supply, 
and the liver is liable to be damaged. At these times an anemia 
and other signs of malnutrition may develop. The anemia is 
associated with a macronormoblastic marrow and with red cells 
which are broader and thinner than normal. Many succumb 
while passing through this stage in childhood; others recover, 
but probably the majority of these latter are left with some 
hepatic damage and fibrosis. Nevertheless the functional reserve 
of the liver is such that, in spite of this, the patient manages 
until he or she passes through a period in which demands for 
protein are again in excess of the available supply. In women 
this state may occur in acute form during pregnancy, fetal growth 
being the precipitating factor. In adult males and non-pregnant 
females the disease is less common.—A. W. Woodruff, M.D., 
The Natural History of Anemia Associated with Protein Mal- 
| nutrition, British Medical Journal, May 28, 1955, 
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FUNGATING IODODERMA TREATED WITH 
HYDROCORTISONE 


Joseph T. Aquilina, M.D. 


and 


Grosvenor W. Bissell, M.D., Buffalo 


Most clinicians consider iodides as common, useful, 
and innocuous substances. In therapy they may be ad- 
ministered orally, topically, and intravenously. Organic 
iodides find frequent use as contrast mediums in radiol- 
ogy. Even when they are used in moderate dosage for 
short periods of time, however, symptoms of iodism may 
appear; these include coryza, edema of the lids, tender- 
ness, submental and submaxillary nodal enlargement, 
salivation, and abdominal distention. The production of 
cutaneous lesions may also occur with or without sys- 
temic symptoms of iodism. The most widely known der- 
matological manifestations of iodism are pustular lesions. 
Less commonly recognized lesions may be erythematous, 
urticarial, vesicular, bullous, papulopustular, anthra- 
coid, carbuncular, petechial, or nodular. The grouping 
and coalescence of pustular lesions produce unusually 
large nodular or papillomatous flat lesions. Some few 
cases are reported in which fungating tumors are found 
that produce a picture not unlike that of mycosis fungo- - 
ides. Rosenthal,’ in 1901, described a case of granuloma 
closely resembling mycosis fungoides but actually proved 
to be due to the ingestion of potassium iodide. In 1923, 
Weber * reported cases of mycotic iododerma in which 
there was facial, pharyngeal, and intraoral edema asso- 
ciated with swelling of the salivary glands. Cleveland,* 
in 1934, reported a case of iododerma in a 64-year-old 
white male that showed large fungating lesions over the 
malar eminences, supraorbital regions, center of the fore- 
head, frontal area of the scalp, and about the nares and 
ears and dorsum of the hands. 

It is our desire to report an unusual case of fungating 
iododerma that responded to the intravenous use of hy- 
drocortisone and the local application of hydrocortisone 
wet dressings. To our knowledge, this is the first reported 
case of iododerma treated with hydrocortisone (com- 
pound F), although others have reported successful 
treatment of iododerma with corticotropin (ACTH )‘ and 
cortisone.° 

REPORT OF A CASE 

A 37-year-old, white laborer was admitted to Buffalo Veterans 
Administration Hospital on May 15, 1954, as a transfer patient 
from a neighboring tuberculosis sanatorium. The patient was too 

From the Medical Service, Veterans Administration Hosp'tal, and the 
Departinent of Medicine, University of Bufla’o School of Medicine. 


The hydrocortisone for intravenous use for this study was supplied as 
Cortef by the Upjohn Company, Kalamazoo, Mich., through Dr. H. F. 
Hailman. 

1. Rosenthal, O.: 
u. Syph. 57: 3, 190 

2. Weber, F. P.: The Mycotic Type of Bromodermia and lododermia: 
Facial, Pharyngeal, and Intra-Oral Oedema, and Swelling of Salivary 
and Ihyroid Glands in Cases of Idiosyncrasy Towards lodides, Brit. 
J. Dermat. 35: 169-180 (May) 1923. 

3. Cleveland, D. E. H.: lododerma from an Asthma Remedy, Canad. 
M. A. J. 30: 181-182 (Feb.) 1934. 

4. Carey, R. A.; Harvey, A. M.; Howard, J. E., and Wagley, P. F.: 
The Effect of Adrenocorticotropic Hormone (ACTH) and Cortisone on 
Drug Hypersensitivity Reactions, Buli. Johns Hopkins Hosp, 87: 354-386 
(Nov.) 1950. Cape, R. D. T.: lIododerma of the Face and Marked 
Eosinophilia, Brit. M. J. 1: 255-257 (Jan. 30) 1954. 

5. Waugh, W. H.: Use of Cortisone by Mouth in Prevention and 
Therapy of Severe lodism, A. M. A. Arch. Int. Med. 93: 299-303 (Feb.) 
1954. 
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ill to give any history, but an accompanying letter gave the 
following information. 

The patient had been admitted to the sanatorium on April 26, 
1954, for investigation relative to the possibility of his having 
pulmonary tuberculosis after a report of an employment chest 
x-ray. Upon admission, he stated that, in 1943, while stationed 
in California with the Army, he developed attacks of bronchial 
asthma. He suffered “pneumonia” of unknown etiology in 1948. 
In 1950, he had excision of nasal polyps and had a tonsillectomy 
in 1952. In January, 1954, he had been rejected for employment 
in a local factory because of a preemployment x-ray of his chest. 
His previous occupations were those of a construction worker 
and factory laborer, and, up until the time of his admission, he 
was employed as a steel chipper. Since January, 1954, he had 
felt fatigued, had lost about 10 Ib. (4.5 kg.) in weight, and had 
suffered diurnal and nocturnal bouts of coughing, productive of 
yellowish sputum. Chest pain had been absent; he had been 
afebrile. The patient stated that he was allergic to certain house 
plants, milk, sea food, aspirin, and Acetidine (a combination of 
aspirin, acetophenetidine, and caffeine). He knew of no tuber- 
culous contacts. Physical examination revealed a well-developed 
white male, not acutely ill. The chest was emphysematous and 
hyperresonant to percussion, and distant vesicular breath sounds 
and scattered rhonchi were heard throughout. A right cervical 
lymph node was palpable. Blood pressure was 130/80 mm. Hg. 
Laboratory findings showed the red blood cell count was normal; 
white blood cell count 6,600 per cubic millimeter; differential 


Fig. 1.—A, Patient two days after admission to the Veterans Adminis- 
tration Hospital, with facial edema and fungating granulomatous lesions 
over forehead, malar eminences, and bridge of nose and pustular lesions 
over lower face. Note the eyes, which are swollen shut, and also lesions 
around the lips. B, Six days after therapy (May 21, 1954), showing marked 
involution of the lesions, subsidence of facial edema, and ability of the 
patient to open his eyes. 


count: segmented cells 50%, stab forms 3%, lymphocytes 34%, 
monocytes 3%, eosinophils 9%, and basophils 1%; and sedi- 
mentation rate 36 mm. per hour corrected. Urinalysis showed 
specific gravity 1.017, albumin 3+, and glucose, none; many 
red blood cells and rare hyaline and granular casts were seen 
On microscopic examination. A phenolsulfonphthalein excretion 
test performed on April 30, 1954, showed diminished dye ex- 
cretion. Several smears of sputums were negative for acid-fast 
bacilli. Cultures revealed a variety of organisms of no pertinent 
significance. Chest x-ray revealed accentuated lung markings and 
bilateral scattered areas of pulmonary fibrosis. An infiltrate was 
present in the right apex and also in the left upper lobe. 

Course in the Sanatorium.—From the time of his admission 
to the sanatorium until May 6, 1954, the patient had numerous 
asthmatic attacks. He was then given penicillin and sulfisoxazole 
(Gantrisin) and an expectorant containing potassium iodide and 
promethazine (Phenergan). On May 7, 1954, his temperature 
rose, aml the patient complained of cephalalgia, pain in the nose, 
ocular burning, and swelling of both submaxillary glands. He 
received two Acetidine tablets, which precipitated a severe asth- 
matic attack of 20 hours’ duration that was unrelieved by 
epinephrine, nebulized isopropylarterenol (Isuprel) hydrochlo- 
ride, and diphenhydramine (Benadryl) hydrochloride. During 

the attack, the patient produced copious amounts of sputum, 


g.A.M.A., July 2, 1955 


containing Charcot-Leyden crystals and numerous eosinophils. 
On May &, 1954, pustules appeared on the face, spreading 
rapidly to the neck, back, anterior trunk, and extremities. Ad- 
ministration of sulfisoxazole was discontinued; dosage of peni- 
cillin was increased; and oxytetracycline (Terramycin) and 
streptomycin was administered. Within 48 hours, the lesions of 
the face had coalesced and had become fungating and ulcerated, 
with centrally necrotic areas. The eyelids were swollen shut, 
and the patient complained of pain in the mouth and tongue. 
He was given maintenance therapy with intravenous infusions 
of glucose in isotonic sodium chloride solution. A consultant 
dermatologist considered the diagnoses of glanders, smallpox, 
anthrax, or dermatitis medicamentosa possibly due to halogens 
(iodides). On May 13, the iodide treatment was stopped, and, 
because of the considered possibility of a nontuberculous in- 
fectious disease and in view of the probable necessity of plastic 
repair of the facial lesions should they regress, the patient was 
transferred to the Buffalo Veterans Administration Hospital on 
May 15, 1954. 

Admission to Veterans Hospital.—On admission to the Buffalo 
Veterans Administration Hospital, the patient was semicomatose. 
His temperature was 99.2 F rectally, pulse rate 110 beats per 
minute, and respirations 24, Blood pressure was 117/80 mm. 
Hg. There was severe periorbital edema, and his eyes were 
swollen shut. The throat was injected, and there was a small, 
pustular lesion in the right buccal mucosa and another on the 
soft palate. Over the forehead, face, cars, occiput, neck, and 
extensor surface of the arms and lateral aspect of the legs, 
decreasing in size and frequency from the head down, were 
numerous discrete to confluent lesions. The lesions ranged from 
small pustules to pustular, umbilicated nodules up to 1.5 cm. 
in diameter. The facial lesions were granulomatous and fungat- 
ing and showed a tendency toward confluence (fig. 14). They 
were nonpruritic and unattended by surrounding erythema, and 
the intervening skin was intact. No petechiae were noted. There 
was no significant lymphadenopathy. Examination of the chest 
revealed a few fine rales and rhonchi bilaterally. The heartbeat 
was regular; there were no murmurs. The abdomen was normal 
save for a well-healed scar in the lower right quadrant. The 
neurological examination was normal. Laboratory findings 
showed the red blood cell count was 3,500,000 per cubic milli- 
meter; hemoglobin level 11.6 gm. per 100 cc., hematocrit 37%; 
sedimentation rate 53 mm. per hour; white blood cell count 
13,350 per cubic millimeter; and differential count: segmented 
cells 65%, lymphocytes 30%, band forms 3%, monocytes 1%, 
and basophils 1%. Urinalysis showed pH of 4.5, specific gravity 
1.011, albumin 4+, no sugar; and microscopic examination re- 
vealed S to 7 red blood cells, 3 to 5 white blood cells, and 
20 to 25 granular casts per high-power field. The nonprotein 
nitrogen level was 50 mg. per 100 cc. Blood cultures were 
negative. An initial chest x-ray revealed diffuse infiltration of 
both upper lung fields bilaterally, with some evidence suggestive 
of cavitation. Subsequent laminagraphic studies showed fibrotic 
involvement of both upper lobes, with a small cavity on the 
right, but no cavitation was seen in the left. 

Course in the Hospital—On May 15, 1954, the patient was 
given intravenously, at the rate of about 10 mg. per hour, 100 
mg. of hydrocortisone in alcohol diluted in 1,000 cc. of isotonic 
sodium chloride solution. This was followed by administration of 
1,000 cc. of isotonic sodium chloride solution. Constant, warm 
sodium chloride solution compresses were applied to his face. 
He was also given tetracycline, 250 mg., every six hours. This 
therapy was continued daily. By May 18, 1954, the lesions had 
begun to regress dramatically; however, edema of the hands and 
fect appeared, and parenteral therapy with hydrocortisone was 
discontinued. On May 19, 1954, hydrocortisone for topical 
application, 0.1% in isotonic sodium chloride solution, was 
applied in the form of wet dressings to the lesions on the face. 
The patient was now able to open his mouth and take a soft 
diet plus tablets of sodium chloride in a dose of 1 gm. four 
times a day. By May 21, 1954 (fig. 1B), the lesions continued 
to show the remarkable regression initiated by parenterally given 
hydrocortisone, and it was decided to continue topical therapy. 
On June 11, 1954, topical application of hydrocortisone was 
discontinued, primarily to determine whether involution would 
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continue without further need of this treatment. Over the next 
five days, the lesions worsened, even though the patient continued 
to receive sodium chloride orally, and, on June 16, application 
of dressings soaked in hydrocortisone in solution was again 
instituted. On June 21, 1954, the improvement of the skin lesions 
was again apparent. On July 1, 1954, topical application of 
steroids was discontinued because the lesions had completely 
involuted (fig. 2A). The patient was discharged on July 21, 1954. 
A section of the skin taken early in the disease from a typical 
fungating area on one of the extremities was described as 
follows: “Sections of skin show an area of ulceration adjacent 
to which the stratified squamous epithilium is hyperplastic and 
extends irregularly into the corium in a pseudoepithiliomatous 
manner. The ulcerated area is covered with fibrin, inflammatory 
cells, and necrotic material with the underlying tissue showing 
abscessed areas filled for the most part by polymorphonuclear 
leukocytes and in places with round cells and histiocytes. The 
picture histologically is consistent with iododerma.” 


COMMENT 

While iododerma in most instances is not serious, fatal 
cases have occurred. In one instance reported by Alex- 
ander," the local application of iodide resulted in death 
in a 37-year-old woman whose skin was prepared with 
iodine prior to the repair of a femoral hernia. Eller and 
Fox? reported a case of fatal iododerma that showed 


Fig. 2.—A, patient two days prior to discontinuance of all steroid 
therapy (June 28, 1954). Note that lesions have all involuted. B, Twenty- 
one days after discontinuance of all therapy. Note minimal scar forma- 
tion that resulted from the fungating lesions. 


macules, papules, tubercules, rupioid lesions, and fungat- 
ing and granulomatous ulcerations. Hollander and Fetter- 
man,* reviewing all of the previously reported cases, in 
1936 reported the 11th case of fatal iododerma. Since 
then, however, other fatalities due to iodides have been 
reported. Wartzki ® recorded a fatality in a 62-year-old 
man who had received only a total dose of 15 grains 
(1 gm.) of potassium iodide. 

The etiology of iododerma remains obscure. As far 
back as 1887, Morrow noted that iodides were especially 
prone to produce bullous lesions in patients with cardiac 
and renal disorders. This is given support by Adamson,'” 
who reported three instances of bullous iodide eruption 
occurring in patients with infective endocarditis and 
nephritis. It is of interest to note that, in the case reported, 
the patient demonstrated clinical evidence of renal im- 
pairment of unknown etiology. Eller and Fox,’ however, 
felt that their patient had been sensitized by the use of 
iodized table salt for years, so that a fatal iododerma de- 
veloped after he took a tonic containing potassium iodide. 
Rich " described a case of hypersensitivity to iodine in 
which lesions of periarteritis nodosa were produced. In 
this case, he postulated that iodine combined with plasma 
protein formed an iodine-protein complex that acted as 
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a foreign protein to stimulate the formation of an anti- 
body that reacted specifically with the drug. 

The local application of iodide may produce not only 
local lesions by virtue of its irritant action but also a 
generalized dermatitis. This suggests that iodine is rapidly 
absorbed from the skin, and some cases of idiosyn- 
crasies to the iodides may produce an iododerma by local 
contact. 

TREATMENT 

The treatment of iododerma has varied considerably. 
As far back as 1927, Senear '” treated a patient who had 
bullous iododerma with 0.1 N sodium chloride solution 
given intravenously and obtained good results. They 
based this therapy upon the work of Wile and his co- 
workers,'” who showed experimentally that bromide 
readily displaced chloride in the blood and that it seemed 
quite likely that stored-up bromide could be flushed 
out of the body by mass action of a large amount 
of chloride. Since then, the intravenous use of so- 
dium chloride has been generally accepted in the treat- 
ment of iododerma. However, with the advent of steroid 
therapy, corticotropin (ACTH)* and cortisone * have 
been used with good results. Dose for dose, hydrocorti- 
sone is several times more potent than cortisone and, 
when given parenterally, as was done in this case, it has 
a rapid action, usually with minimal sodium retention. 
This was particularly important in this patient, inasmuch 
as there was evidence of impaired renal function, with 
the presence of albuminuria and casts in the urinary sedi- 
ment. However, when edema developed, intravenous use 
of the hormone had to be discontinued and the local ap- 
plication of hydrocortisone solution was instituted. 

It has now been generally accepted that local applica- 
tion of cortisone is ineffective in the treatment of derma- 
toses, with the possible exception of dermatoses in the 
eyelids and at or near transitional mucous membranes. 
However, this is not true of the local application of hydro- 
cortisone. Sulzberger '* and his group showed beneficial 
effects from local application of hydrocortisone ointment 
in a series of 62 patients with various dermatoses. An 
ointment base was not used in this case for fear of macer- 
ating the already hypertrophied, soft, necrotic, fungating 
lesions that would result in scar formation, the avoidance 
of which was desirable, since most of the lesions were 
located on the face. 
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Hydrocortisone for topical application, consisting of 
1 mg. of hydrocortisone per cubic centimeter of isotonic 
sodium chloride solution was applied to the facial lesions 
in the form of wet dressings. Within four days after the 
use of these wet dressings, the marked involution of the 
lesions that had begun with the intravenous use of hydro- 
cortisone continued dramatically; they became less in- 
flammatory; the patient was able to open his eyes, and the 
lesions appeared less necrotic and facial edema subsided. 

As to the possible explanation for the mechanism of 
suppression of inflammation by hydrocortisone, Men- 
kin '° has shown that direct injections of hydrocortisone 
in an area of acute inflammation in the dog inhibit the in- 
crease in capillary permeability caused by leukotaxine. 
The suppressing effects by hydrocortisone on leukotaxine 
and the leukocytosis-promoting factor, both of which are 
released by cells in acute inflammation, suggest a direct 
mechanism at the cellular level. In suppressing leuko- 
taxine, less fibrinogen seeps out in the inflamed area. It is 
quite possible that this mechanism may explain the rapid 
involution of the lesions in our patient, which resulted in 
minimal scar formation (fig. 2B). 


SUMMARY 
A case of fungating iododerma was treated with hydro- 
cortisone given both intravenously and topically. Since 
fatalities have been reported from the use of iodides, it is 
felt that the use of hydrocortisone was probably a life- 
saving measure in this patient. Needless to say, the pa- 
tient has been advised against taking all forms of iodides, 
including iodized salt. 
ADDENDUM 
Subsequent to submission of this article for pub- 
lication, the patient died on Nov. 4, 1954. Autopsy re- 
vealed acute glomerulonephritis. 
3495 Bailey Ave. (15) (Dr. Aquilina). 
15. Menkin, V.: Mechanism of Suppression of Inflammation by Com- 
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Is There a Male Climacteric?—The concept of a male climacteric 
is misleading and dangerous, fostering an indiscriminate ad- 
ministration of androgens to men over 50. Androgen therapy is 
contraindicated in males over that age except in those few cases 
of true testicular insufficiency wherein the calculated risk of 
stimulating occult prostatic carcinoma may be justified. . . . 
There is a group of male patients who show diminution in libido 
and potentia combined with such other factors as hot flashes, 
sweats, generalized weakness, lack of mental drive and energy, 
lessened powers of concentration, feeling of inferiority, and 
emotional instability. These are the patients to whom the term 
male climacteric is usually applied. Insofar as it is possible to 
sort out the primary physiologic changes from the secondary 
psychosomatic factors, these cases would appear to be more ac- 
curately characterized as instances of androgen insufficiency. 
There is little confusion as to what happens when other glands 
of internal secretion fail in output. The insufficient thyroid pro- 
duces myxedema; the insufficient adrenal, Addison's disease; and 
the insufficient testis, a recognizable and a remediable condition. 
In consequence, we should like to answer the question posed in 
the title of this paper by saying that there is no such entity as 
a male climacteric, but there is a very real and troublesome dis- 
order which can be termed testicular insufficiency.—E. Hess, 
M.D., R. B. Roth, M.D., and A. F. Kaminsky, M.D., Is There 
a Male Climacteric? Geriatrics, April, 1955. 
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COMBINED CHLORPROMAZINE-RAUWOLFIA 
SERPENTINA THERAPY IN ESSENTIAL 
HYPERTENSION 


PRELIMINARY REPORT 
Harold B. Eiber, M.D., New York 


Essential hypertension is treated medically today with 
more than two dozen preparations, most of which either 
cause disturbing side-effects or fail to produce the de- 
sired therapeutic response. This preliminary report is 
concerned with the results of treatment, carried out over 
a period of several months, with the use of a combination 
of chlorpromazine (Thorazine [10-( -dimethylamino- 
propyl)-2-chlorophenothiazine hydrochloride |) and Rau- 
wolfia serpentina. The use of this combination has not 
been previously reported. Early consideration of the re- 
sults of the combination of chlorpromazine and Rau- 
wolfia serpentina in the treatment of essential hyperten- 
sion has produced such promising results that it was 
thought worth while to publish a preliminary report at 
this time. Chlorpromazine is a nonbarbiturate central 
depressant agent. Rauwolfia serpentina, an herb grown 
in India, acts directly on the hypothalamus and inhibits 
the sympathetic system. Vil 

Chlorpromazine depresses motor activity, is an anti- 
emetic, has m.ld adrenolytic activity, occasionally pro- 
duces a hypotensive effect, is slightly antihi:taminic, in- 
tensifies and prolongs the durat:on of action of narcotic 
analgesics, sedatives, and anesthetics, and is a muscle 
relaxant.’ It has been used with success in nausea and 
vomiting,’ irradiation sickness,’ psychiatric states,‘ and 
pain of cancer.® Rauwolfia serpentina has been used quite 
extensively for the treatment of essential hypertension.° 

After treatment of essential hypertension in several 
hundred patients with Rauwolfia serpentina and chlor- 
promazine, singly, it was thought that a synergistic result 
from the use of the combination of the two preparations 
might occur. Rauwolfia effects are slow and gradual in 
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lowering blood pressure. The immediate side-effects with 
prolonged use of Rauwolfia are very infrequent and only 
rarely force suspension of therapy. 


METHODS 

Seventy-five patients were given a capsule containing 
chlorpromazine, 15 mg., and Rauwolfia serpentina 
(whole root), 50 mg. The capsule was given three times 
daily. All of the patients had definite hypertension, rang- 
ing in degree from mild to severe, classified as follows: 
mild, blood pressure above 150/90 mm. Hg with mild 
complaints; moderate, blood pressure above 200/100 
mm. Hg with more severe complaints; and severe, more 
severe than above, with the patient usually confined to 
bed. Blood pressure readings were obtained with the same 
instrument, by the same observer, and in the same office 
or at the bedside. No other medication was prescribed 
for the patients during the course of treatment. Patients 
were divided into three groups: those given chlorproma- 
zine alone, followed by the combination; those given 
Rauwolfia alone, followed by the combinaticn; and those 
given the combination of the two preparations, either pre- 
ceded or followed by a placebo. Frequent examinations 
and inquiries were conducted during the course of the 
investigation. 

RESULTS 

The patients were observed insofar as possible at 
weekly intervals. More than 85% of the patients with 
mild hypertension showed demonstrable, significant low- 
ering of their blood pressure, more than 70% of the pa- 
tients with moderate hypertension were benefited; and 
more than 60% of the patients with severe hypertension 
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Fig. 1.—Average blood pressure readings of 25 male and female 
patients with severe hypertension who were taking a combination of 
chlorpromazine (Thorazine) and Rauwolfia serpentina. 


were improved (fig. 1). Of the entire series of 75 pa- 
tients, 95% volunteered the information that they felt 
considerably improved, had less anxiety regarding their 
cardiovascular status, less headfulness, and less head- 
ache. Maximal hypotensive response was observed, in 
most cases in two to three weeks. Only one patient was 
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unable to tolerate the preparation because of marked 
somnolence. 


The blood pressure readings of almost all the patients 
who were given placebos during the course of therapy in- 
creased to original levels after 10 to 14 days of placebo 
therapy. Combined chlorpromazine-Rauwolfia therapy 
was then reinstituted, and improvement was again ob- 
served after approximately two weeks (fig. 2). Three of 
the patients who had moderately severe anxiety states and 
mental depression were considerably improved mentally. 
No cases of postural hypotension were noted during or 
after treatment. Bradycardia was not significantly greater 
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Fig. 2.—Average blood pressure readings of 25 male and female patients 
with essential hypertension who were receiving intermittent therapy with 
a combination of chlorpromazine (Thorazine) and Rauwolfia serpentina. 


than when the patients were treated with Rauwolfia ser- 
pentina alone. The improvement with combined chlor- 
promazine-Rauwolfia therapy was much greater than 
with the use of either preparation given alone. Chlorpro- 
mazine, when given in larger doses, may cause jaundice, 
which disappears with the withdrawal of the drug; how- 
ever, no such toxic reaction occurred in this series. The 
duration of hypotension was approximately six to eight 
hours; there were no side-effects; the combination is ef- 
fective when taken orally, and the dosage schedule is 
simple and uncomplicated. Recent unpublished studies 
show this combination to be effective in selected psychi- 
atric conditions,’ as well as in mild and severe hyper- 
tension. 
ADDENDUM 

Since submission of this article, a total of 350 patients 
with essential hypertension has been treated. Results are 
even more promising with a dosage schedule of 25 mg. of 
chlorpromazine combined with 50 mg. of Rauwolfia ser- 
pentina (whole root) given orally three to four times 
daily. After 18 months of therapy no jaundice or other 
side-effects were observed in any of the 350 patients. 
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THE VIDECLINIC 
GUEST EDITORIAL 


Franklin G. Ebaugh, M.D. 


The Videclinic that was presented to the physicians of 
the nation on Monday, May 9, 1955, by the American 
Medical Association, in cooperation with the American 
Psychiatric Association and local medical societies, was 
a historical occasion in the progress toward complete ap- 
preciation and recognition of the problem of mental 
health and mental disease. The medium of television is a 
particularly appropriate one to bring forcibly before the 
gaze of the public the appalling problems that face the 
psychiatrist and yet at the same time to indicate what ex- 
cellent progress has been made in all areas pertinent to 
psychiatry. A presentation of this nature brings psychi- 
atry out of isolation into a position of being a part of 
community thinking and clinical practice. In general, 
the program presented the problems facing the state hos- 
pital systems and indicated how these problems are being 
met. Particular emphasis was placed on the proper use 
of the unfortunately limited personnel in these hospitals, 
in both professional and auxiliary services. The progress 
being made in the handling of patients in state hospitals 
is leading to a progressive disappearance of the notorious 
“back wards” and leading also to an elimination of re- 
straints. The hospital is being looked on much more as a 
therapeutic community rather than as a place of com- 
mitment and isolation. This new emphasis on the hos- 
pital as a therapeutic community has considerably raised 
the morale of the nursing personnel. The nursing staff 
and psychiatric aides in state hospitals have always been 
overworked and in all probability will continue to be over- 
worked for sometime; however, it is obvious from various 
aspects of the program that a new enthusiasm is abroad 
among them, and they are rightly seeing themselves more 
and more as essential therapeutic elements in a total team 
approach. 

Television is a most impressive medium in medical 
education at all levels. One lesson that was driven home 
in the Videclinic was the need for greater appreciation of 
the value of outpatient clinics. Heartening evidence is 
shown of a disappearance of the idea of stigma attached 
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to mental illness, and, coincidental with this, a comple- 
mentary arousal of interest in the problem of mental dis- 
ease is seen, an interest that was considerably heightened 
by the graphic presentation of the results of treatment in 
state hospitals. The Videclinic stressed the importance of 
pharmacological research, of improvements in physical 
therapy, and of the continuing need for individual and 
group psychotherapy. I was particularly impressed by 
the manner in which there was demonstrated an integra- 
tion of experimental research with the main areas of psy- 
chiatry. This demonstration of the integration of re- 
search along with the practical demonstration of various 
therapeutic techniques illustrates a fundamental point in 
psychiatric thinking—that the problems of mental dis- 
ease are not to be solved by bricks and mortar or by 
building bigger and bigger state hospitals but by effecting 
a change in attitudes toward the mental patient and by 
creating services in the community (clinics, general hos- 
pital psychiatric units, and general practice). Only when 
a universal acceptance of the physiology and pathology 
of the mentally sick person is achieved, with a focus di- 
rected toward a greater understanding of personality de- 
velopment, can we feel that we are finally on the road to 
conquering the problems of mental disease. It is only 
with a total understanding of the dynamic forces operat- 
ing within the individual and within the relationships of 
the home, the school, and the general community that we 
can expect to achieve a level of success in the field of 
psychiatry such as has been obtained in other fields, with 
particular reference to such problems as tuberculosis and 
poliomyelitis. 

The program dealt with the appalling statistics of men- 
tal disease. These statistics were presented in a striking 
and dramatic form. The figures relevant to mental dis- 
ease are probably well known throughout the medical 
profession, but, when they are presented with the vivid- 
ness and clarity of the Videclinic, they take on a new and 
sinister aspect. We are shaken from any complacency we 
may unfortunately have when we see in bold figures and 
letters that one-third of the budget of every state in this 
nation is taken up with the care and handling of the men- 
tally sick, when we see that 47% of all the total hospital 
beds in this country are occupied by the mentally sick, 
when we see that, although the population of the nation 
has doubled between the years of 1903 and 1953, the 
mentally sick population has quadrupled; when we see 
that the chances are 16 to 1 against anyone coming out 
of a mental hospital alive after he has been there for two 
years Or more; and when we see that the chances are 99 
to 1 against anyone coming out of a mental hospital 
alive if he has been there for five years or more. When 
we see these things presented in graphic form we come 
to know, not with an apathetic resignation but with 
humble resolution, the nature of the problems confront- 
ing us in this area of medicine. The Videclinic first 


frightened us with statistics and then heartened us with a 


report of progress in the various areas of psychiatry. The 
work dealing with the induction of experimental psy- 
choses by the use of mescaline or d-lysergic acid diethyl- 
amide is fascinating, and a sample of such experimental 


work was ably presented on the Videclinic; however, to. 
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me the difference between these pseudopsychoses and 
schizophrenia is so striking that such experimentaticy 
seems to have only a tenuous relevance to the problem of 
schizophrenia. This is in no sense to deny the need for 
continuing such lines of research but to caution against 
overgeneralized conclusions from minimal and some- 
times unimportant areas of similarity between the patho- 
logical thought processes of the schizophrenic and the 
perceptual distortions of the “very-much-aware-that-he- 
has-been-medicated patient” under the influence of mes- 
caline. The continuing progress being made in analysis of 
the deviations in carbohydrate metabolism seen in the 
schizophrenic, the manic depressive, and the patient with 
involutional psychosis was strikingly presented. 


It was particularly gratifying to see the process by 
which the “shock” has been taken out of electroshock 
treatment. The treatment is now rightly called electro- 
stimulatory treatment. The new pharmacological agents 
in the battle against mental disease received their due 
share of acclaim in the Videclinic, and many dramatic 
instances of recuperation were presented. A touch of 
realism, not untinged with humor, was presented in the 
form of a painter in a back ward of a state hospital who 
said that, since the introduction of chlorpromazine in the 
back wards, he could paint from his ladder without the 
constant annoying fear of being dashed to the ground by 
some violent inmate. It was interesting also to note the 
operational type of conclusion drawn from the use of 
chlorpromazine in the wards for disturbed patients at a 
New York state hospital. Prior to the use of the drug, 
the hospital had to expect the destruction of up to 20 
mattresses a day in these wards. Since the use of the drug, 
no torn mattresses have been reported. This is indeed 
true scientific operationalism. I was somewhat disturbed 
at the absence of any comment or statement concerning 
the use of controls and the necessity for investigating the 
attitudes of the nursing staff after the introduction of the 
drugs. On the whole, the report from the pharmacologi- 
cal therapeutic area is heartening in the extreme. 

The portion of the program that gave me most pause 
for thought was the brief interlude dealing with the work 
being done in Geel, Belgium. Geel is the home of St. 
Dymphna, the patron saint of the mentally ill. Over a 
thousand years ago an Irish princess fled the attempted 
incestuous embrace of her father, the king, and came to 
Geel. Her father followed her there and slew her. The 
good citizens of Geel, impressed both by the tragic fury 
of her father’s insanity and by her triumphant virtue, in- 
stituted a program of mental health and community ther- 
apy that puts to shame much of the “civilized world.” In 
the community of Geel families vie and compete with 
each other to take into their homes the mentally sick. 
When I visited Geel in 1935, I was told that the homicide 
and suicide rate was less than that in the ordinary city 
of comparable size. Geel is at once an inspiration to us 
and a source of irritation at the attitudes we have en- 
countered toward the mentally sick in our own com- 
munities. Geel is an instance of Christian tolerance and 
understanding that also illustrates the abiding principle 
of psychiatry that the mentally sick are human beings in 
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need of human affection and love. The isolated rambling 
buildings of brick and mortar that comprise our attempt 
to isolate the mentally disturbed from the rest of their 
environment stand as monuments to our failure in the 
handling of these problems. Such buildings are in gro- 
tesque contrast to the warm, friendly atmosphere of the 
kitchens and living rooms of the good burghers of Geel. 
To these good people it is an honor to have a mentally 
sick person in their household for whom they can care 
and to whom they can give the essential comfort of warm 
human relationship. 

The social rehabilitation unit at Belmont in Surrey, 
England, as seen in the Videclinic, is a remarkable ex- 
ample of what dynamic leadership can do in the handling 
of patients with severe neuroses and character disorders. 
Dr. Maxwell Jones, sitting among his patients (not in 
front of them, as “doctor in charge”), presented an un- 
forgettable picture of a man with a remarkable capacity 
for human contact and understanding of his patients. 
Perhaps to the American ear the cockney accent of some 
of his patients was unintelligible, but what they were say- 
ing was of little importance—what was important was 
the very nature of this community therapy, which simply 
had to be seen to strike home with great force. Dr. Reece 
at Wellingham Park Hospital in Surrey presented a simi- 
lar approach in his hospital; he now has no locked wards, 
and the high railings once seen around the hospital have 
been exchanged for goldfish to put in the fishpond. All 
this has been done in a hospital serving an industrial area 
and population of some quarter of a million and in a 
hospital where all kinds of mental patients are received. 
I was very much impressed by the humanity displayed in 
everything that Dr. Reece said and in everything he had 
done. Here, indeed, is a remarkable and successful liv- 
ing example of what can be achieved by breaking down 
the artificial barriers between the hospital and the com- 
munity in general. 

The Videclinic was excellently summarized, under the 
direction of Dr. Braceland, by Drs. Barton, Menninger, 
and Whitehorn. This summary was only too brief, un- 
fortunately, but each member of the panel indicated an 
aspect of the organization and integration into the general 
scheme of progress that is taking place in psychiatry. 

The Videclinic was a history-making contribution to 
medical progress in general and to psychiatric progress in 
particular. It was perhaps unfortunate that the presenta- 
tion was of such a nature as to suggest that American 
psychiatry is physically and pharmacologically oriented 
while European psychiatry is socially and dynamically 
oriented. This impression was undoubtedly, although un- 
intentionally, given by the Videclinic, and such an im- 
pression is, of course, quite erroneous. The program, 
however, was thoroughly enjoyable, didactic, and opti- 
mistic. I feel the future looks bright for psychiatry, and 
such a presentation as the Videclinic wili lead to an in- 
creasing strengthening of the bonds between psychiatry 
and general medicine as the years go by. We may hope for 
an increasing degree of understanding and recognition on 
the part of the general public of the problems that face 
us in psychiatry. Let us be keen in our approach to these 
problems but cautious in our promises. 
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ORGANIZATION SECTION 


MESSAGE FROM DR. WALTER B. MARTIN 
ON COMPREHENSIVE MEDICAL CARE 


In this message to American physicians, I will touch on 
a subject that I believe to be of great importance. First, 1 want 
to express to all of our members my great appreciation for the 
opportunity they have given me to serve American medicine. It 
has been a stimulating experience and one for which I am deeply 
grateful. 

The term “comprehensive medical care” is constantly appear- 
ing in discussions of various proposals in the field of health 
care. It apparently means different things to different individuals 
and is much in need of definition. Comprehensive is an all- 
inclusive word and can be interpreted only to mean complete 
coverage in every phase of health care. A comprehensive plan 
is one that would cover hospital cost, all physician’s services— 
including home and office care—dental and nursing services, 
drugs, appliances, periodic health examinations, and all other 
phases of preventive medicine. If this is combined with the 
provision that the recipient pays no part of the cost, and, if it 
is generally adopted, a situation will evolve whereby the taxing 
authority will be the only agency that can finance such an 
operation. Insurance, in its true meaning, will then no longer 
exist. A predictable item of cost, such as an annual health audit, 
obviously is not insurable any more than one’s rent on an 
apartment is insurable. 

Such a plan can be financed by a corporation willing and able 
to furnish such service to its employees but this, again, is tax- 
supported, since the cost is transmitted to a segment of the 
population that purchases the product of this particular corpora- 
tion or industry. This procedure, however, comes dangerously 
near to giving a particular industry the power to level a tax. 
This is especially true if it is an industry that produces one of 
the basic necessities of modern society. It is common knowledge 
that pressure is upon insurance agencies to make benefits more 
and more comprehensive. 

The basic concept behind health insurance is that each in- 
dividual is primarily responsible for his own health and that of 
his dependents. Under unusual conditions, he may not be able 
to meet this obligation because of the unpredictable occurrence, 
severity, and duration of an illness. Insurance provides a 
mechanism by which he can put aside, in an orderly way, a 
certain sum that wiil protect him under the unusual circum- 
stances of an illness. The broader a policy in terms of coverage 
and services rendered, and the greater the premium cost, the 
less capable are those in the lower income brackets of availing 
themselves of its advantages. Comprehensive coverage therefore 
means that those most in need of protection cannot have it or 
it must be paid for by a third party—that is by government, 
which can tax directly, or by corporations that can tax in- 
direcily by adding the cost to the article that they sell. 

There are two serious defects in a comprehensive plan: The 
individual ceases to have a primary interest and responsibility 
for his own health and that of his dependents, and it is ex- 
pensive. These two objections are quite closely related. The 
best health care an individual receives is that which he gives 
himself merely through common sense application of health 
rules or by acquiring information that he can apply to the 
benefit of himself and his dependents. Regular habits of living 
in regard to rest, exercise, diversion, food habits, and moderation 
in all things, together with a spiritual rather than a materialistic 
outlook on life, may have more to do with personal health than 
all other factors combined. 


Certain phases of health are out of the control of the in- 
dividual, such as environmental condilions, and these, in a broad 
sense, must be controlled by government. In spite of a reasonable 
understanding and observance of health laws, the individual may 
suffer an accident or incur unpredictable illnesses. In later life, 
degenerative diseases and other conditions common in old age 
become more and more predictable or are of such common 
occurrence that they are either uninsurable or only insurable 
at a very high rate. During the productive period it can be 
assumed that a thoughtful individual will lay aside something 
for his later years. A comprehensive “cradle to the grave” plan 
will destroy all incentive for saving for health and place the total 
responsibility on the state or on the corporation supplying the 
service. Obviously, insurance is not involved in such a program. 
One unpredictable factor, however, remains, and that is the 
degree to which a system such as this will be used and abused. 

A further question arises as to the effect of such a system 
on the quality of care. Since it is bound to be expensive, efforts 
will be made to control cost. This control will be exerted largely 
by lay groups, governmental or corporate. This will take various 
forms, such as standardization of equipment and drugs, limita- 
tion on freedom of choice, limitation on prescribing, and multi- 
plication of regulations. This will decrease initiative and depress 
interest in the patient as an individual. It will tend to retard the 
development and application of new and expensive remedies and 
the introduction of improved equipment. It will even discourage 
research and the application of discoveries to the control of 
disease. Here, as in reinsurance, limitations on insurance and 
existence of a large noninsurable group must be recognized. 


NEW A. M. A. PAMPHLETS 


Selected Bibliography on Problems of the Aging, compiled by 
the Committee on Indigent Care of the Council on Medical 
Service. 


Community Efforts Provide Medical Facilities, prepared by 
the Committee on Medical and Related Facilities of the Council 
on Medical Service. This pamphlet presents specific descriptions 
of how individual communities have gone about seeking and 
attracting physicians. 


Physicians Placement Services, prepared by the Council on 
Medical Service. While most state medical associations have a 
physicians’ placement service, the A. M. A. placement service 
handles requests from states without a placement program and 
in addition serves as a clearing house for all states. This 
pamphlet describes these activities and lists some of the history 
and background of the A. M. A. service. 


FEDERAL MEDICAL LEGISLATION 
First Session, 84th Congress 


Benefits for Contract Surgeons 


Senator Hill (D., Ala.), in S. 1211, and Congressman Teague 
(D., Texas), in H. R. 4945, would grant contract surgeons and 
dentists who served in the war with Spain, the Philippine in- 
surrection, or China relief expedition the same pensions granted 
to soldiers and sailors. The Senate bill was referred to the Com- 
mittee on Finance and the House bill to the Committee on 
Veterans’ Affairs. 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association. 
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(Continued from page 672) 


Report of the Board of Trustees 
The Speaker referred the report of the Board of Trustees as 
printed in the Handbook of the House of Delegates (see THE 
JouRNAL, May 7, 1955, pages 49-53) to reference committees as 
indicated: 
Financial Statement and Auditor's Report, to the Reference 
Committee on Reports of Board of Trustees and Secretary: 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 

Dr. A. H. Aaron, Chairman, New York, submitted the follow- 
ing report, which was adopted: 

Report of the Board of Trustees: Your reference committee 
notes with satisfaction that the collection of dues, namely 99%, 
is the highest that has been achieved. This represents excellent 
cooperation between county, state, and national officers. The 
subscriptions to THE JourRNAL and Today's Health have increased 
and, with the aid of the Woman’s Auxiliary, increasing income 
and interest in Today’s Health is anticipated. Again the Associ- 
ation is indebted to the Auxiliary. Advertising revenue continued 
on an upward trend. Your committee views with approval the 
excellent financial condition of the Association and notes that 
the accounts of the Association have been audited in the proper 
manner by an independent accounting agency. 

Retirement plans for employees place the Association in a 
more favorable position to meet the competition for capable 
personnel. Your committee commends the Board of Trustees for 
this forward accomplishment. It commends the Association 
and the Board of Trustees for their continued contribution of 
$100,000 to the American Medical Education Foundation. This 
brings the Association’s contribution to date to $2,100,000. 
However, your committee feels that increasing individual sup- 
port to this effort cannot be overemphasized if we are to avoid 
federal subsidization of our medical schools. 

Your committee recognizes the extraordinary amount of work 
that is referred, assigned, and carried out by the Board of 
Trustees and desires to express its and the Association’s com- 
mendation. 

Report of Committee on Medical Practices and Problems in 
Oral Surgery, to the Reference Committee on Insurance and 
Medical Service: 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 

Dr. James Z. Appel, Chairman, Pennsylvania, presented the 
following report: 

Report of Board of Trustees on Report of Committee on 
Medical Practices: Your reference committee has considered the 
entire report of the Committee on Medical Practices and the 
report of the Board of Trustees and its conclusions and recom- 
mendations. It has been called to our attention that the American 
Medical Association should take an active lead in attempting to 
solve the problems studied by the Committee on Medical 
Practices. Your reference committee agrees wholeheartedly 
with this statement. It is our belief that there is not at present 
nor will be any effort on the part of the American Medical 
Association to shunt this problem aside but that it will meet the 
issues head on. Your committee has been asked to endorse the 
principal recommendations of the report of the Board of Trus- 
tees on the Committee on Medical Practices and does so whole- 
heartedly. Your reference committee was impressed with the 
wealth of material obtained by the Committee on Medical 
Practices and wishes to commend the members for their efforts 
to maintain high standards of professional practice. 


Dr. Appel moved that the report of the reference committee 
be adopted, and the motion was seconded. After discussion, Dr. 
John S. DeTar, Michigan, moved, and the motion was seconded, 
that action on the report of the reference committee be post- 
poned until December, 1955, and that a copy of the complete 
report of the Committee on Medical Practices be sent to each 
member of the House of Delegates. After further discussion, the 
motion of Dr. DeTar was adopted. 


Report of Board of Trustees on Definition of Oral Surgery, 
Resolution No, 38 on Dental and Oral Surgery, and Resolution 
No. 40 on Dental-Oral Services: In spite of the recommendation 
of the Board of Trustees, your reference committee believes it 
would be presumptuous to rescind this definition inasmuch as 
two previous Houses of Delegates have approved it. Your com- 
mittee therefore recommends that the Board of Trustees’ report 
of June, 1955, be not approved and that the action taken by 
the House of Delegates in June, 1953, concerning this matter 
be reaffirmed. 

The report of the reference committee was adopted. 

Federal Civil Defense Administration and Mailing List of 
Washington Letter, to the Reference Committee on Miscellane- 
ous Business: 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Norman A. Welch, Chairman, Massachusetts, read the 
following report, which was adopted: 

Federal Civil Defense Administration: Your committee is in 
accord with the recommendation of the Board of Trustees. 

Mailing List of Washington Letter: Your committee is in 
accord with the recommendation of the Board of Trustees that 
the present mailing of the Washington Letter be not expanded. 
Dr. Wilson has been ready and willing to add the name of any 
physician who wishes to be included in the mailing list. 

Geriatrics, to the Reference Committee on Sections and 
Section Work: 


REPORT OF REFERENCE COMMITTEE ON SECTIONS 
AND SECTION WORK 
Dr. J. Wallace Hurff, Chairman, New Jersey, presented the 


following report, which was adopted: 


Geriatrics: The Board of Trustees recommended that action 
be deferred until the report of the Commission on Chronic Ill- 
ness is available. Your committee reviewed the resolution on 
geriatrics presented by the Medical Society of the State of 
Pennsylvania at the Miami meeting, December, 1954, and re- 
ceived valuable information from representatives of the Board 
of Trustees, the Commission on Chronic Illness, and those ad- 
vocating the adoption of the resolution. 

In considering the problem, your committee was impressed 
with the following salient facts: (1) that the report of the Com- 
mission on Chronic Illness can cover this field of study from 
the cradie to the grave and may terminate in 1956. Such a report 
cannot avoid the consideration of the major socioeconomic 
problems involved; (2) factual information presented emphasizes 
the fact that geriatrics is a specific medical problem of our in- 
creasing aging population and includes in a broad sense a study 
of the medical and social problems of the aged; (3) discussions 
reveal the fact that the study of geriatrics is from a medical 
standpoint firmly established throughout the country—to wit— 
one medical school allocated one million dollars for the study 
and teaching of the subject, and there are at least two national 
organizations dedicated to this problem. Your committee there- 
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fore recommends the approval of the resolution on geriatrics 
as presented by the Medical Society of the State of Pennsylvania 
and recommends to the Board of Trustees the creation of a 
committee on geriatrics and further suggests that this committee 
function under the Council on Medical Service. 


Supplementary Reports of Board of Trustees 


Dr. Dwight H. Murray, Chairman, presented supplementary 
reports of the Board of Trustees A to L and N to O, and Dr. 
David B. Allman, chairman of the Committee on Legislation, 
read supplementary report M. These reports were referred by 
the Speaker to reference committees as indicated. 


A. INFORMATION CONCERNING NATIONAL LEGISLATION WITH 
MEDICAL IMPLICATIONS 


At the meeting of the House of Delegates in Miami, two refer- 
ence committee reports, commenting on the need for additional 
information concerning national legislation with medical impli- 
cations, were adopted. The Reference Committee on Legislation 
and Public Relations suggested that “in order to furnish further 
advisory sources for the Committee on Legislation, some mecha- 
nism be developed to obtain the attitude of each state medical 
society on pending federal legislation,” and the Reference Com- 
mittee on Reports of Board of Trustees and Secretary recom- 
mended “that a page in THE JOURNAL every two weeks or every 
month containing a concise report from the Washington Office 
and a report of bills pending may partially answer this request. 
However, we suggest that the Board of Trustees fully explore 
this problem.” 


On recommendation of the Committee on Legislation, which 
had given this matter considerable thought, the Board of 
Trustees, at its meeting on March 19, authorized the committee 
to prepare a legislative newsletter for distribution to the presi- 
dents and executive secretaries of the state medical societies and 
to other key legislative personnel. The newsletter will discuss the 
effects of medical legislation, the policy of the Board of Trustees 
or the House of Delegates on the important current bills, and 
the basis for that position. It is intended that this new publication 
will supplement but not supplant the A. M. A. Washington Letter 
or the Washington News section that appears weekly in THE 
JOURNAL of the American Medical Association. It is the hope 
of the Board that the additional legislative information referred 
to in the two actions of the House of Delegates in December 
can be supplied in this way. 

In a letter to the state medical associations, communications 
were invited indicating any positions which have been adopted 
by them with respect to national legislation or matters embodied 
in such legislation and for suggestions for improving the Associ- 
ation’s present procedure for obtaining the views and recom- 
mendations of the state medical societies. 


Six regional legislative conferences will be sponsored this fall 
by the Committee on Legislation for the purpose of discussing 
the most important medical issues to be considered during the 
Second Session of the 84th Congress. Active discussion by the 
participants is one of the keynotes of the conferences. The 
following dates have been tentatively scheduled for these confer- 
ences: Oct. 1, San Francisco; Oct. 8, Chicago; Oct. 15, Omaha; 
Oct. 29, New York; Nov. 5, Atlanta, Ga.; and Nov. 19, Dallas, 
Texas. 

Supplementary Report A was referred to the Reference Com- 
mittee on Legislation and Public Relations. 


REPORT OF REFERENCE COMMITTEE ON LEGIS- 
LATION AND PUBLIC RELATIONS 

Dr. Charles G. Hayden, Chairman, Massachusetts, submitted 
the following report, which was adopted: 

Supplementary Report of Board of Trustees A: Your reference 
committee is pleased to learn that the Committee on Legislation 
has been authorized to prepare a legislative newsletter for distri- 
bution to the presidents and executive secretaries of the state 
medical societies and to other key legislative personnel. It is 
also pleased to note that this newsletter will supplement but not 
supplant the A. M. A. Washington Letter and the Washington 
News section in THE JOURNAL, which reflect the competent work 
of Dr. Wilson and his siaff in the nation’s capital. 


J.A.M.A,, July 2, 1955 


B. RECORDING OF SCIENTIFIC LECTURES 

Further study was made by the Council on Scientific Assembly 
of the suggestion that tape recordings be made of lectures at 
the annual and clinical meetings of the Association. The investi- 
gation was initiated by a resolution on this subject introduced 
at the meeting of the House of Delegates in San Francisco in 
June, 1954. The Board recommends, on the basis of this study, 
that, since there is an insufficient demand for tape recordings of 
lectures and since the cost is rather excessive, the Association 
should not undertake the project at the present time. The Council 
on Scientific Assembly will continue to study the matter and will 
advise the Board if the situation changes. 

Supplementary Report B was referred to the Reference Com- 
mittee on Sections and Section Work. 


REPORT OF REFERENCE COMMITTEE ON SECTIONS 
AND SECTION WORK 

Dr. J. Wallace Hurff, Chairman, New Jersey, read the follow- 
ing report, which was adopted: 

Supplementary Report of the Board of Trustees B: Your 
reference committee received the report of the Board of Trustees 
and concurs in its action that this project be not undertaken at 
this time with the understanding that the Council on Scientific 
Assembly will continue to study this problem. 


C. RESOLUTION ON GENERAL PRACTICE OF MEDICINE 


In accordance with the action of the House of Delegates, the 
Board of Trustees considered Resolution No. 22 on the General 
Practice of Medicine, introduced into the House at the Miami 
meeting, and voted to refer it to a committee for study and 
report back to the Board with recommendations. The commit- 
tee appointed is composed of Drs. Harvey B. Stone, A. C. Scott, 
and John §. DeTar. When the report of the committee is avail- 
able and action on it has been taken by the Board, a further 
report will be made to the House. 


Supplementary Report C was not referred to any reference 
committee, the Speaker ruling that it was presented for informa- 
tion only. 

D. OSTEOPATHY 

The report of the Committee for the Study of Relations Be- 
tween Osteopathy and Medicine that was forwarded to the mem- 
bers of the House of Delegates prior to this meeting was con- 
sidered by the Board of Trustees. The Board voted that the 
report be received and submitted to the House of Delegates for 
its action, 


REPORT OF THE COMMITTEE FOR THE STUDY OF RELATIONS 
BETWEEN OSTEOPATHY AND MEDICINE 


The Committee for the Study of Relations Between Oste- 
opathy and Medicine was established in 1952. It consisted of 
Drs. E. Vincent Askey, F. J. L. Blasingame, Edwin S. Hamilton, 
Arch Walls, and John W. Cline. The committee conducted an 
extensive study of osteopathy and rendered a report to the Board 
of Trustees and the House of Delegates in June, 1953. Action 
on the report was deferred, and the report has, therefore, been 
under consideration for two years. The report was as accurate 
and factual as possible under the circumstances. It has been 
subjected to criticism which has been both fair and unfair. The 
principal justified objection to the report was that it was based 
to a large extent on indirect information. The committee be- 
lieved the only additional information of value it could furnish 
to the House of Delegates would be a report of direct observa- 
tion of osteopathic education. 


The committee proposed to the Conference Committee of the 
American Osteopathic Association that it be permitted to con- 
duct on-campus observation of education in osteopathic col- 
leges. The conference committee favorably recommended the 
proposal to the board of trustees of the American Osteopathic 
Association, which referred the matter to its House of Delegates. 
This body acted favorably on the proposal at its July, 1954, 
meeting in Toronto, Canada. Colleges of osteopathy are inde- 
pendent entities. Five accepted the proposal. The Philadelphia 
College, for reasons best known to itself, declined to participate. 

The original instructions of our Board of Trustees were that all 
six colleges must participate in the project if it were to go for- 
ward. At the Miami Clinical Meeting in December, 1954, the 
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Board and the House modified these instructions and directed 
that the committee proceed on the basis of participation by the 
five colleges. 

The details of the on-campus observations had been worked 
out and agreed upon by the committees representing the two 
associations prior to the knowledge that the Philadelphia College 
would not participate. They were as follows: (1) Prior to be- 
ginning the on-campus observations each college would fill out 
a questionnaire submitted to it by the committee of the Ameri- 
can Medical Association. (2) Fach college would be visited by 
at least two members of the committee accompanied by a 
mutually acceptable advisor experienced in evaluation of entire 
schools of medicine. (3) The committee and its advisors would 
have access to all information which they believed essential to 
their efforts. (4) The observations would be of such breadth, 
depth, and duration as the committee and its advisors deemed 
necessary. (5) At the end of each on-campus observation the ad- 
visor would compile a report of the study. Two copies would be 
made. One would be transmitted to the responsible officers of the 
college through the American Osteopathic Association Confer- 
ence Committee. The other would be held by our committee as a 
confidential document unless the college divulged any part of 
the contents of the report. Under these circumstances the com- 
mittee would be absolved of any confidential obligation. The 
reports on the individual colleges would be frank in criticism, 
and the committee would exert itself to make the reports con- 
structive. (6) The observation visits would be scheduled at 
mutually agreeable times. (7) Following completion of the ob- 
servations the committee would draft a report covering the sub- 
ject of osteopathic education in general to be presented to the 
Board of Trustees and the House of Delegates of the American 
Medica! Association. The investigation was to ascertain the 
nature, scope, and extent of education in colleges of osteopathy 
and to answer the following questions: 


. Is modern osteopathic education the teaching of “‘cultist’’ medicine 
within the definition of the principles of ethics? 


. If the first question is at all true, to what degree? 


. If to some degree, does this element interfere with sound medical 
education? 


What is the quality of medical education? 


> 


The membership of the committee has undergone consider- 
able change since 1953. The present committee consists of Drs. 
James Z. Appel, Leonard W. Larson, Thomas P. Murdock, Julian 
P. Price, and John W. Cline. Dr. Cleon A. Nafe was substituted 
for Dr. Julian Price by the ‘Board of Trustees because of the 
inability of the latter to participate in the visits to the colleges. 


INVESTIGATION BY THE COMMITTEE 

The Questionnaire.—The forms filled out by the osteopathic 
colleges prior to the on-campus observations were prepared by 
Dr. Edward L. Turner, Secretary of the Council on Medical 
Education and Hospitals. They were patterned after those re- 
quired of our own schools, and the difference between the two 
is slight. The purpose was to provide essential basic information 
concerning organization, authority, administration, finances, 
facilities, and operation of the college; the organization, person- 
nel, training, authority, and activities of the faculty; the curricu- 
lum content; the organization of departments, their objectives, 
methods of teaching, and equipment; the degree of interdepart- 
mental coordination and cooperation; and details of library facili- 
ties and content. The questions were answered in detail and, 
with insignificant exceptions, almost wholly due to changes occur- 
ring after completion of the questionnaire, entirely accurately. 


The Advisors.—A list of 20 names of deans, assistant deans, 
or recent deans all highly respected in the field of medical edu- 
cation was compiled by Dr. Turner in consultation with the 
chairman of the committee and was submitted to the Confer- 
ence Committee of the American Osteopathic Association. 
Those agreed upon by the two committees were: Dr. L. R. 
Chandler, who recently retired as dean of Stanford University 
School of Medicine after 20 years of service in that capacity; 
Dr. J. Murray Kinsman, dean of the University of Louisville 
School of Medicine; Dr. W. Clarke Wescoe, dean of the Uni- 
versity of Kansas School of Medicine. Dr. Joseph C. Hinsey, 
formerly dean of the Medical School of Cornell University and 
presently director of the Cornell Medical Center, and Dr. Rob- 
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ert Moore, formerly dean of the Washington University School 
of Medicine and at present vice-president of the University of 
Pittsburgh, were selected as alternates. 

The Observation Visits—The College of Osteopathic Phy- 
sicians and Surgeons in Los Angeles was visited by Drs. Larson, 
Wescoe, and Cline, Jan. 28 to Feb. 1, 1958S. 

The Des Moines Still College of Osteopathy in Des Moines, 
lowa, was visited Feb. 8 to 11, and its additional clinical facili- 
ties in Columbus, Ohio, Feb. 12 and Flint, Mich., Feb. 17 by a 
team composed of Drs. Larson, Murdock, Wescoe, and Cline. 
Drs. Larson and Wescoe did not participate in visits to the 
separate clinical facilities in Columbus and Flint. 

The Chicago College of Osteopathy was visited by Drs. Kins- 
man, Murdock, Nafe, and Cline, Feb. 13 to 15, and additional 
clinical facilities in Detroit by Dr. Cline, Feb. 16. 

The Kansas City College of Osteopathy and Surgery was 
visited by Drs. Appel, Kinsman, Nafe, and Cline, Feb. 21 to 
24, 1955. 

The Kirksville College of Osteopathy and Surgery was visited 
by Drs. Appel, Chandler, and Cline, Feb. 27 to March 2, 1955. 

At least two members of the committee and one advisor were 
present during the visit to every college. Every member of the 
committee visited two colleges. The same was true of the ad- 
visors except Dr. Chandler. The chairman of the committee 
visited all colleges. The committee devoted an average of 14 
man days to the study of each of the five colleges. 

The committee was received with utmost courtesy and co- 
operation by the administrative officers and faculties of all col- 
leges. All available information desired by the committee was 
provided, and statistical information not immediately at hand 
was compiled on request. The committee was accorded complete 
freedom of investigation. All financial, academic, and clinical 
records were made available for study. The committee attended 
the classes it wished and had ample opportunity for private con- 
versations with faculty members, students, interns, and residents. 
The committee is convinced that it observed the colleges in nor- 
mal operation. It was impressed by the frankness, serious pur- 
pose, and sincerity of the administrative officers and faculty. The 
criticisms of the college offered by the committee were accepted 
in excellent spirit. In most instances the administrative officers 
concurred in them and means of correcting deficiencies were 
discussed. The officers appeared grateful for the frank and con- 
structive criticism rendered by the committee and its advisors. 

The committee was accompanied by Dr. Floyd F. Peckham, 
chairman of the Conference Committee of the American Oste- 
opathic Association, who was extremely helpful. 

Procedure of Observation —The content of the observations 
was identical in all instances. The chronological sequence varied 
to some degree. The usual pattern was as follows: 

1. The president and dean of the college were interviewed. 
The organizational structure, budgets, objectives, operation, cur- 
riculum organization and distribution, student records, faculty 
organization, committees and prerogatives, weaknesses recog- 
nized by the administration, and future plans of development 
were discussed. 

2. An orientation tour of the college and its clinical facilities 
was undertaken. 

3. A number of applications for admission to recent classes 
was reviewed. These included the records of accepted and re- 
jected candidates chosen at random. Admission standards and 
procedures of admission committees were reviewed. 

4. Academic records of students were inspected. These in- 
cluded the records of good students, poor students, and those 
dismissed for academic deficiencies. Inquiry was made into 
methods of grading and of handling scholastic deficiencies. 

5. Basic science laboratories were visited. The facilities, equip- 
ment, and teaching methods were investigated. The work of the 
students in laboratories where laboratory exercises were being 
carried on at the time of the visits was observed. Inquiry was 
made concerning research completed or in progress. 

6. Lectures were attended in both basic science and clinical 
courses. In every instance the entire committee visited the lec- 
tures, demonstrations, and practice sessions of courses dealing 
with diagnosis and manipulative treatment of musculoskeletal 
conditions. 
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7. The work of third and fourth year students in clinics and 
outpatient departments was observed. In some instances history- 
taking and physical examinations were watched. Records of 
active cases were reviewed, and discussions between the student 
and instructor were heard in a number of cases. Sizeable num- 
bers of old records chosen at random in the record room were 
reviewed. 

8. Hospitals were visited and the handling of patients and 
the activities of the students, house staff, and visiting staff 
watched. The entire hospital was inspected. Many records of 
current inpatients were reviewed. The record room was visited 
and many completed records inspected. Students and members 
of the house staff were interviewed and the management of the 
cases discussed. 

9. The heads of practically all preclinical departments in all 
colleges were interviewed. They were queried concerning the 
objectives and content of their courses, the teaching methods 
employed, and their satisfaction with student performance. The 
same procedure was carried out with the chiefs of major clini- 
cal divisions. In all cases the head or an important member of 
the department dealing with musculoskeletal abnormalities and 
manipulative therapy was interviewed. His ideas concerning the 
importance of musculoskeletal findings and manipulative therapy 
and the relationship of these to the diagnosis and treatment of 
disease were ascertained. 

10. Individual students were questioned concerning their rea- 
sons for pursuing osteopathic professional education, whether 
they had applied to medical schools for admission, and were 
asked to express in confidence their opinions of the education 
they were receiving. 

At the conclusion of the visit the members of the committee 
and its advisor called on the president and dean of the college 
and laid their findings before them in an informal fashion. They 
were frank and outspoken in delineation of any conditions which 
they believed represented errors or deficiencies in the educational 
program and made an effort to suggest improvements. 


FINDINGS OF THE COMMITTEE 

General Considerations. —All colleges of osteopathy are or- 
ganized on the same plan. All are nonprofit corporations. The 
ultimate authority resides in a board of trustees which appoints 
the administrative officers. The faculty is appointed by the board 
upon nomination by the president of the college. Faculty par- 
ticipation in the choice of additions to the faculty, academic 
promotions, and determination of policy is variable. 

No institution is a part of, or associated with, another col- 
lege or university. All operate independently except for con- 
formance to standards set by the Bureau of Professional Edu- 
cation and Colleges of the American Osteopathic Association. 
Most are handicapped by limitation of space for class rooms 
and laboratories. Where necessary, classes are divided into sec- 
tions to compensate for these limitations. 

All are handicapped by limited finances. There is difficulty in 
comparing the budgets of the various colleges due to differences 
in accounting. The total annual budgets vary from $480,000 to 
$1,147,000, including clinic and hospital facilities. Exclusive of 
clinic and hospital facilities the budgets vary from $267,000 to 
about $700,000 for administration and teaching alone. Endow- 
ments are small or nonexistent. The American Osteopathic Asso- 
ciation Progress Fund and living endowments by alumni provide 
varying amounts of income. The U. S. Public Health Service 
allots funds for instruction in cancer and instruction and re- 
search in cardiovascular diseases. In one instance income from 
tuition and student fees exceeds 50% of the total income. The 
financial situation of some colleges appears precarious. One state 
osteopathic association has placed its dues at $300 per year 
(except in cases of hardship) and is allocating $200 thereof to 
the support of salaries and equipment for teaching in one col- 
lege. It is estimated that this program will raise about $200,000 
per year and none may be expended for construction of build- 
ings. Salary ranges are variable but are comparatively low, espe- 
cially in the basic science fields. 

Most colleges have plans for expansion of facilities, and some 
are engaged in or about to embark upon drives to raise funds 
for this purpose. The County of Los Angeles has voted a bond 
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issue of $9,200,000 for the construction of a 500-bed teaching 
hospital for the Los Angeles College. This will be a part of the 
county hospital system. 


Some research is in progress in most of the colleges. This is 
mainly in the fields of basic sciences and the total volume is not 
great. In one college extensive and apparently sound fundamen- 
tal research in the field of neuromuscular physiology and its 
relation to the musculoskeletal system is being carried out. The 
objective of the colleges is primarily to train general practitioners, 
and the atmosphere is that of practice schools rather than the 
more scholarly environment of research schools. 


Clinical facilities are limited and in some instances do not 
justify the effort to teach the number of students enrolled. The 
Des Moines College utilizes two private hospitals in the city 
and one each in Columbus, Ohio, and Flint, Mich., to com- 
pensate for the limitation of its own hospital facilities. The 
Chicago College has a similar arrangement with two hospitals 
in Detroit. The Kirksville College maintains rural clinics to pro- 
vide experience in rural care for its students and utilizes a private 
general and private psychiatric hospital to augment the clinical 
experience of the students. 

As a rule the number of full-time instructors is insufficient 
to furnish the desirable amount of student supervision. This 
applies to both the basic science and clinical spheres. More are 
being acquired. Limited finances and the salary scale interfere, 
but the principal difficulty encountered is in finding proper per- 
sonnel. Most colleges lack a back-log of properly qualified part- 
time or voluntary teachers who reside in the surrounding area. 
This is less true in colleges located in larger urban areas and 
in the auxiliary facilities located at some distance from the 
colleges. 


In the main the best teachers in clinical departments obtained 
a part of their training in medical institutions. The administra- 
tive officers of the colleges are of the opinion they could obtain 
satisfactory, qualified medical personnel to assist in teaching pro- 
grams if the barriers of association between the two professions 
could be removed, and they would welcome the opportunity to 
do so. They believe that it would relieve a situation which they 
describe as being “inbred.” 


In spite of the difficulties which these colleges face, their 
executive administrators believe that they have made substantial 
progress in recent years, and the improvement is continuing. 
The committee is in possession of dated confidential information 
which corroborates this belief. 

Curriculum.—The clock hours of instruction in colleges of 
osteopathy exceed those of schools of medicine and vary from 
about 5,500 to about 6,100. In the higher ranges the programs 
represent the instruction time of nine semesters or four and one- 
half years crowded into four years. Under these circumstances 
the student is in almost constant attendance from September 
of his sophomore year to the termination of his course. During 
this period most of his day is planned for him and there is little 
free time. The committee believes this to be undesirable. The 
elements of fatigue of the students and the faculty are important. 
There is little time for individual student projects, library use, 
reflection, and assimilation of the knowledge the student has 
acquired. This situation does not encourage the scholarly atti- 
tude or an interest in research. These facts are recognized, and 
in some colleges steps are being taken to improve conditions. 

The committee is of the opinion that the amount of didactic 
work is too great and too continuous. In some instances the 
entire morning of the instructional days of the third year is given 
over to a series of lectures, occupying four hours. There is some 
tendency to treat the student as an observer rather than a part 
of the team caring for the patient. Some mechanisms are em- 
ployed to establish closer student-patient relationship, but the 
committee believes this could be more effectively done. 


All colleges have curriculum committees reviewing the con- 
tent and methods of teaching in various courses. A number of 
changes have been instituted in recent years. The use of rural 
clinics as an adjunct to clinical teaching at Kirksville is an 
interesting experiment in medical education. 

Basic Sciences—The usual courses of anatomy, histology, 
physiology, biochemistry, microbiology, pathology, and pharma- 
cology are offered. In general they follow the traditional pattern 
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of lecture and laboratory. In certain instances there is a dis- 
proportionate amount of didactic work, and the laboratory 
periods are shorter than desirable. In one college the amount of 
mammalian experimentation is limited by legal restrictions and 
in others is limited by finances and facilities. In certain instances 
the laboratories are inadequately equipped. With the exception 
of pathology the head of the department is almost invariably 
a Ph.D. Occasionally a candidate for a Ph.D. degree is found 
to be in charge, and in one instance a doctor of medicine, 
formerly a professor of pharmacology in a school of medicine, 
occupied the chair of pharmacology. 

Pathology is the weakest of the basic sciences. Ph.D. pathol- 
Ogists are few; M.D. pathologists are rarely available, and the 
number of trained D.O. pathologists is extremely limited. The 
larger private osteopathic hospitals outbid the college for their 
services. Some colleges resort to part-time services of trained 
pathologists in the D.O. or M.D. ranks, and these may be aug- 
mented by doctors of medicine partially trained in pathology. 
In spite of this fact the autopsy rate, except in one college, was 
creditable. It ranged from 24 to 65%, with an average of about 
50%. In the one exception poor facilities, organized opposition of 
morticians, and a weak and uncooperative department of pathol- 
ogy combined to hold the rate down to about 16%. 

In general the basic sciences are fairly well taught and the 
students are fairly well grounded in these subjects. Some de- 
partments, most frequently anatomy, are outstanding. A modest 
amount of research goes on, and the basic science faculty assists 
in postgraduate programs where such exist. 


Clinical Fields.—The usual clinical courses offered in schools 
of medicine are provided. The grouping of these courses is sub- 
ject to some variation. Such subjects as cardiology, allergy, endo- 
crinology, infectious diseases, et cetera may be classified under 
the general heading of “osteopathic medicine.” These courses 
have the same general content and follow much the same pat- 
tern as the corresponding courses offered in schools of medicine. 
In courses in clinical medicine some aspect of musculoskeletal 
structure or manipulative therapy occasionally is accorded pass- 
ing mention. Usually they are ignored. 

The committee is of the opinion that a disproportionate 
amount of time is given to didactic work by comparison with 
small group and bedside teaching. The methods and quality of 
instruction vary somewhat in different colleges and to a con- 
siderable degree in different courses in the same college. The 
same can be said of the qualifications, teaching ability, and 
interest of faculty members. In most instances the heads of clini- 
cal departments are sincere individuals who are doing the best 
job they can under the circumstances. Most chiefs of the major 
clinical departments serve under full-time or geographical full- 
time arrangements. All are doctors of osteopathy, and a sizeable 
number have had training in medical institutions. A few have 
M.D. degrees in addition to D.O. degrees. “Inbreeding” in the 
clinical departments is deplored by the college administrations 
and faculty members alike. 

As arule third year students act as clinical clerks in clinics or 
outpatient departments. Fourth year students serve as Clinical 
clerks in hospitals half of the year and in the clinic for the re- 
mainder. There are exceptions to this pattern. 

The limitations of space and clinical material have been re- 
ferred to earlier. The committee believes the clinical material 
to be inadequate for the numbers of students in a majority of 
colleges. The compensatory mechanisms utilized have been men- 
tioned, and every patient is used to some degree for teaching 
purposes. 

All colleges have departments of osteopathic principles and 
technique, and all clinics have departments of musculoskeletal 
structure. These fields have been, to greater or less degree, rele- 
gated to the status of adjuncts to therapy within the sphere of 
medicine. None occupies a pre-eminent place in the scheme of 
instruction, and in certain instances they are overshadowed by 
organized programs of physical medicine and rehabilitation. A 
“structural sheet” consisting of an anteroposterior and lateral 
silhouette of the spine is included in all charts as a requirement 
of the Bureau of Hospitals of the American Osteopathic Associ- 
ation. The clinical clerk, intern, or staff member is supposed 
to make notations of structural findings on these sheets. The 
frequency with which such findings are noted is extremely 
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variable. In one hospital over 100 charts of active cases were 
examined and no structural notation found. About an equal 
number of completed, filed charts revealed the same situation. 
In other instances most structural sheets had been filled out. 

The incidence of application of manipulative therapy varied 
from being frequent to not at all. When applied to hospital in- 
patients with clinically recognized disease, it consisted mainly 
of relaxing soft tissue manipulation or that designed to increase 
respiratory excursion. It usually was administered by the clinical 
clerk or the intern. Some heads of clinical departments employ 
it to varying degree and others do not. Some believe it has con- 
siderable value as an adjunct to other therapy and others do not. 

In general the departments of medicine appear to be the best 
organized and strongest. Those of pediatrics, psychiatry, and 
public health, and preventive medicine appear to present the 
greatest need for strengthening. 

Students.—In the academic year 1954-1955, 1,867 students 
were enrolled in colleges of osteopathy. One thousand four 
hundred eighty-three were in the five colleges visited. Of these 
the largest enrollment was 336 and the smallest 227. Freshman 
classes varied from 61 to 96 and senior classes from 46 to 96. 
The total enrollment is about the same as in 1950 and somewhat 
smaller than in the intervening years. Practically all states and 
a number of foreign countries are represented. The distribution 
of student residence and the institutions of preprofessional train- 
ing is similar to that listed in the 1953 report. Ninety-eight per 
cent of all matriculants in 1954 had three years or more of 
preprofessional education. Seventy-two per cent had bachelor’s 
or equivalent degrees, and about 4% had advanced degrees. The 
survey of students’ records showed that all had completed the 
educational requirements for admission to medical school. The 
records indicated that a considerable number could have ob- 
tained admission to medical school. 

Students were interviewed in all colleges. No systematic study 
of motivation was carried out and no statistical information was 
acquired. It appears that the motivation to become physicians 
was strong in most students. Some were disappointed applicants 
for medical schools. More had had personal contacts with the 
osteopathic profession and were thereby influenced to enter 
osteopathic colleges. A small number had been accepted by 
medical schools but chose osteopathy instead. 

Libraries—The size of the libraries varied from 3,500 to 
20,000 volumes. The number of periodicals subscribed to varied 
from 105 to 350. In the largest library there are about 100 
volumes dealing with osteopathy, some of which are antique 
collector’s items kept in locked cabinets. The remainder of the 
20,000 volumes are standard books which would be found in 
medical school libraries. Only four recent osteopathic texts were 
found. One of these is a photographic atlas of manipulative 
therapy. The other three were presented to the library by associ- 
ations representing minority groups within the osteopathic 
profession. 

Of the 350 periodicals 160 are top medical or scientific 
journals, Seven displayed, including the publication of the 
Auxiliary to the American Osteopathic Association, deal with 
osteopathy. The remainder are state journals, clinic transactions, 
foreign journals, and miscellaneous medical publications. 

The smallest library, which prides itself on acquiring one copy 
of all books dealing with osteopathy, has 150 such volumes. The 
remainder of the 3,500 volumes are principally standard medical 
texts. Of the 105 periddicals observed, 4 deal with osteopathy. 
Two of these are national journals, one is a local bulletin, and 
one is the publication of the Auxiliary. One library of inter- 
mediate size lists all osteopathic periodicals. These total 87 and 
include all national, state, specialist, college, local, and miscel- 
laneous publications. Only a small number are on display or are 
preserved. 

Most colleges have more or less extensive departmental 
libraries. Not a single volume on osteopathy was observed in 
these smaller collections. 

Objectives of the Colleges——All colleges strive to train physi- 
cians to care for the sick. They try to give a raunded general 
practitioner type of training. They expect the majority of their 
students to become general practitioners and a high percentage 
to locate in small communities. Practically all students take 
internships. Graduate training beyond the internship level leading 
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to specialist qualification exists but is limited in scope and 
opportunity for training. 

The colleges make a sincere effort to provide the best medical 
education possible for their students under the handicap of 
limited finances and of limitation of faculty, space, clinical 
facilities, and clinical material. All colleges have plans for 
expansion of physical plants and clinical facilities. Some prob- 
ably are to be realized within a relatively short period of time. 

All osteopathic colleges spontaneously expressed a desire for 
the assistance of doctors of medicine as members of their 
faculties, and all wish to have opportunities for graduate training 
and postgraduate education of selected osteopathic graduates in 
medical institutions. There is a great desire for expanded edu- 
cational opportunities and knowledge on the part of faculty 
members and the more advanced students alike. 


Concerning Cultism.—The committee could find no evidence 
of persisting teaching of the narrow, cultist doctrine of Andrew 
T. Still that all disease was due to abnormalities in or about 
joints and that all therapy should be directed toward correction 
of such abnormalities. Modern osteopathic education teaches the 
acceptance and recognition of all etiological factors and ail 
pathological manifestations of disease as well as the utilization 
of all diagnostic and therapeutic procedures taught in schools of 
medicine. Stripped of excess verbiage the modern Osteopathic 
concept holds that the body is a unit which possesses the in- 
herent ability to overcome most curable disease. The level of 
that capacity is a reflection of the health of the individual. 
Physical, mental, chemical, biological, and nutritional factors 
influence the state of health. Departure from normal in any 
system or portion of the body impairs the over-all ability of the 
individual to react effectively in combatting disease and should 
be corrected. 

Certain abnormalities in or about joints, principally those of 
the spine, may exist independent of other manifestations of 
disease Or in conjunction with them. They are loosely referred to 
as “musculoskeletal lesions” or “osteopathic lesions.” An effort 
is made to discourage the use of the latter term. The exact nature 
of these “lesions” is not known. They are nonfatal and non- 
surgical, and their microscopic structure has not been studied. 
The results of efforts to produce them experimentally have not 
been satisfactory. The musculoskeletal “lesion” is a symptom 
complex and not a disease. Its manifestations are single or 
multiple localized areas of pain, tenderness, muscle spasm or 
flaccidity, and localized limitation of motion. Radiation pain 
and sensory or reflex disturbances may or may not be present. 
It is assumed that the symptoms arise from irritation within the 
joint or in its ligamentous, muscular, or fascial supporting 
siructures as a result of recent or past acute trauma, chronic 
trauma due to postural or structural strain, inflammatory 
processes, viscerosomatic reflexes, or psychological disturbances. 
The presence of the symptom complex and its probable etiology 
are determined by history and physical examination. Local or- 
ganic pathology is ruled out by the use of x-ray examination in 
addition to the history and physical findings. 

In the absence of localized organic disease in the region, the 
symptom complex is treated by manipulative therapy. When not 
associated with other manifestations of disease, immediate 
temporary, protracted, or permanent relief is expected in a small 
percentage of cases. When relief is not obtained, rest, physical 
support, mechanical traction, heat, diathermy, exercises, and 
pain-relieving and muscle-relaxing drugs are used according to 
indications in the individual case. The importance of avoiding 
overtreatment and application of manipulative treatment in the 
absence of indications for its use is stressed. When the symptom 
complex occurs in conjunction with recognized disease elsewhere 
in the body, manipulative therapy may or may not be employed. 
The decision rests on the nature and stage of the disease and 
the degree of disturbance produced by the local process. Under 
these conditions it is used primarily to relieve symptoms and to 
contribute to the general well-being of the patient. Under certain 
circumstances it is hoped that the blood supply to the affected 
parts may be improved by reflex action. Manipulative therapy 
is used as an adjunct to and not as a substitute for accepted 
measures of treatment. Cases in point are the aches and pains 
of protracted bed rest or strained position, as a relaxing agent, 
‘and to improve respiratory excursion. 
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Opinions concerning the importance, value, and applicability 
of manipulative therapy differ somewhat from college to college, 
and there is difference of opinion among faculty members of 
the same college. Some use it frequently, some infrequently and 
some not at all. None consider it, per se, to be definitive or 
curative therapy in disease states. Considerable discussion cen- 
tered about peptic ulcer, in which some believed it had thera- 
peutic value. The extreme contention in the course of these dis- 
cussions was that it might be productive of temporary sympto- 
matic relief and serve as an adjunct to other means of therapy 
The psychological effect of the “laying on of hands” is well 
recognized, but the part it plays is difficult or impossible to 
determine. The differences of opinion relative to the indications 
for and merits of manipulative therapy appear to be due to a 
number of influences. The sphere of interest of the faculty 
member, his age, his background of training, and his capacity 
for critical evaluation seem to be most important. 

In summary, colleges of osteopathy teach that the symptom 
complex of “musculoskeletal lesion” exists. Its exact nature is 
not known. It may be relieved by manipulative therapy, but the 
mechanism of relief is not understood. The “lesion” has not been 
demonstrated to cause organic disease, and its correction alone 
does not cure organic disease. 

The committee desires to point out that the amount of space 
devoted to manipulative therapy in this report is far out of 
proportion to the attention given to it in the curriculum of osteo- 
pathic colleges but believes that the House of Delegates wishes 
fairly detailed information on this aspect of the educational 
program. Actually manipulative therapy constitutes a minor 
facet of the teaching in osteopathic colleges; it is included in 
but does not supplant or replace any part of the basic science 
or clinical medical curriculum. The full basic science and 
clinical curriculum found in schools of medicine is taught in 
the colleges of osteopathy. 

The faint aura of cultism which clings to osteopathic teaching 
arises out of the past. It persists because of efforts by some 
members of the profession to explain the results claimed for 
manipulative therapy on the basis of unproved physiological 
concepts, a tendency to use confused and ambiguous terminology 
and a fairly widespread failure to apply critical evaluation to 
results. It does not result from the present beliefs, teachings, 
and practices of the vast majority of faculty members of the 
colleges of osteopathy. 

The Principles of Medical Ethics of the American Medical 
Association (December, 1954, pp. 13-14) defines a cultist as 
follows: “A sectarian or cultist as applied to medicine is one 
who alleges to follow or in his practice follows a dogma, tenet 
or principle based on the authority of its promulgator to the 
exclusion of demonstration and scientific experience.” 

As a result of its investigation of five colleges of osteopathy, 
the .committee is convinced that the teaching in these colleges 
does not fall into the “cultist” category. The sole fundamental 
difference in principle in the teaching of medicine in colleges of 
osteopathy and schools of medicine lies in the degree of em- 
phasis placed on study of the musculoskeletal system and the 
application of manipulative therapy. The use of manipulative 
therapy is decreasing in colleges of osteopathy and is increasing 
in the orthopedic and physiatry departments of medical schools. 
The committee is of the opinion that application of the term 
“cultist” to the teaching in the five colleges of osteopathy visited 
is not justified. 

Scope of Licensure.—At the time of drafting this report nine 
legislatures are Known to have had under consideration pro- 
posals for change in the scope of osteopathic licensure. To date 
none has been acted on favorably. Several have been tabled in 
committee, and one has been defeated on the floor. There have 
been no legislative changes which affect the scope of licensure 
since the 1953 report. 

Three court decisions of importance have been handed down. 
One in West Virginia is said to extend the scope of osteopathy 
to encompass all fields of medicine. The Missouri Supreme Court 
refused to review a decision of the Circuit Court which declared 
that osteopathic physicians cannot be excluded from tax- 
supported hospitals on the basis of the nature of their licenses. 
The Supreme Court of Illinois has directed the Department of, 
Registration and Education of that state to admit graduates of. 
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the Chicago College of Osteopathy to examination for full 
licensure to practice medicine and surgery unless changes have 
taken place since the beginning of litigation which would justify 
withholding that directive. 


CONCLUSIONS 

1. Educational requirements for admission to colleges of 
osteopathy are identical to those of medical schools. Review of 
admission records would indicate a somewhat lower scholastic 
average, but practically all students would be eligible to ad- 
mission to medical school if it were not for the high level of 
competitive standards in medical schools. 

2. Current curriculums in colleges of osteopathy include all 
subjects taught in present-day schools of medicine. In addition, 
there are courses dealing with the musculoskeletal system and 
manipulative therapy. The degree of emphasis upon these 
courses is variable and is diminishing. At none of the colleges 
was there evidence that these courses interfered with the achieve- 
ment of sound medical education. 

3. All osteopathic colleges face the handicap of insufficient 
financial support. In some colleges the proportion of operating 
funds derived from tuition and student fees is far too high. 

4. The teaching of some basic science courses is well done. 
Material improvement is needed in others. 

5. In some instances the clinical facilities and clinical mate- 
rial do not justify the numbers of students enrolled. These handi- 
caps are being partially overcome and, when achieved, current 
plans of expansion will improve the situation. The major defi- 
ciency in clinical instruction is the lack of trained clinical teach- 
ers. It is difficult for graduates of colleges of osteopathy to 
obtain training which would fit them for teaching in clinical 
fields. These circumstances lead to an “inbred” faculty and 
impair teaching programs. 

6. The facts outlined in the three immediately preceding con- 
clusions are recognized by the administrations, faculty members, 
and some students of the institutions visited. Considerable effort 
is being expended and some progress is being made in improving 
the situation. The administrative heads of the colleges expressed 
a real desire for the addition of good doctors of medicine to 
their faculties and for the opportunity for selected young gradu- 
ates to obtain sound graduate training in medical institutions. 
They believe that the teaching programs in their colleges would 
be strengthened thereby and that their graduates would be better 
doctors. Improvement of clinical teaching is urgently needed. 

7. The teaching in present-day colleges of osteopathy does 
not constitute the teaching of “cultist” healing. 

8. Postgraduate educational opportunities for doctors of osteo- 
pathy are extremely limited. If better postgraduate education 
were available, the level of patient care would be improved. 

9. The American Medical Association is dedicated to the 
purpose of improving the health and medical welfare of the 
American people. The osteopathic profession supplies medical 
care to millions of Americans. In many areas the only immedi- 
ately available medical care is rendered by osteopaths. 

The American Medical Association must decide whether it will 
assist in improving the medical care rendered by doctors of osteo- 
pathy. The committee believes that the only constructive course 
which can be followed is to enlarge the medical educational 
opportunities of the students and graduates of schools of osteo- 
pathy by elimination of the classification of teaching in colleges 
of osteopathy as the teaching of “cultist” healing. 

The past of osteopathy is unimportant. Its present, and par- 
ticularly its future, are important to the medical care of the 
American people. 

10. The number of osteopathic physicians, the scope of licen- 
sure, the opportunities for practice, probably the level of 
practice, and the degree of interprofessional prejudices are 
‘extremely variable in different areas. It is obvious that no national 
policy governing the over-all relationship of doctors of medicine 
,to doctors of osteopathy can be realistic. This should be a 
function of the several state medical associations and in certain 
states perhaps of the county medical societies. 
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RECOMMENDATIONS 
The committee recommends: 


1. That the House of Delegates declare that current education 
in colleges of osteopathy does not constitute the teaching of 
“cultist” healing. 

2. That the House of Delegates declare the policy of the 
American Medical Association to be to encourage doctors of 
medicine to assist in Osteopathic undergraduate and postgradu- 
ate medical educational programs in those states in which such 
participation is not contrary to the announced policy of the state 
medical association. 

3. That the House of Delegates request state medical associ- 
ations to assume the responsibility of determining the relation- 
ship of doctors of medicine to doctors of osteopathy within their 
respective states or request their component county societies 
to do so. 

4. That this or a similar committee be continued to confer 
with representatives of the American Osteopathic Association 
concerning common or interprofessional problems on_ the 
national level. 


MAJORITY REPORT OF REFERENCE COMMITTEE 
ON MEDICAL EDUCATION AND HOSPITALS 

Dr. Dwight L. Wilbur, Chairman, California, presented the 
following majority report: 

Your reference committee, after a study of the report of the 
Committee for the Study of Relations Between Osteopathy and 
Medicine and the study of other evidence submitted, is not com- 
pletely satisfied that the current education in colleges of osteop- 
athy is free of the teaching of cultist healing. 

In view of the desire to elevate the standards of teaching in 
colleges of osteopathy, your reference committee recommends 
approval of the recommendation of the committee that doctors 
of medicine may accept invitations to assist in osteopathy under- 
graduate and postgraduate medical educational programs in 
those states in which such participation is not contrary to the 
announced policy of the respective county and state medical 
associations. Such teaching services would be ethical. 

Your reference committee approves the recommendation of 
the committee that the House of Delegates request state medical 
associations to assume the responsibility of determining the 
relationship of doctors of medicine to doctors of osteopathy 
within their respective states or request their component county 
societies to do so. 

Your reference committee recommends that a committee be 
appointed at the discretion of the Board of Trustees to confer 
with representatives of the American Osteopathic Association 
concerning common or interprofessional problems on the na- 
tional level. 

It was moved by Dr. Wilbur, and the motion was seconded, 
that the majority report be adopted. 


MINORITY REPORT OF REFERENCE COMMITTEE 
ON MEDICAL EDUCATION AND HOSPITALS 

Dr. Milford O. Rouse, Texas, member of the reference com- 
mittee, submitted a minority report, as follows: 

One member of the reference committee was completely satis- 
fied that an appreciable portion of current education in colleges 
of osteopathy definitely does constitute the teaching of cultist 
healing, and is an index that the “osteopathic concept” still 
persists in current Osteopathic practice. Since he cannot with 
good conscience approve the recommendation that doctors of 
medicine teach in osteopathic colleges where cultism is part 
of the curriculum, he respectfully makes the following recom- 
mendations to the House of Delegates: 

(1) That the report of the Committee for the Study of Rela- 
tions Between Osteopathy and Medicine be received and filed, 
and that the committee be thanked for its diligent work and be 
discontinued. 

(2) That if and when the house of delegates of the American 
Osteopathic Association, its official policy-making body, may 
voluntarily abandon the commonly so-called osteopathic concept, 
with proper deletion of said “osteopathic concept” from catalogs 
of their colleges, and may approach the Board of Trustees of 
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the American Medical Association with a request for further 
discussion of the relations of osteopathy and medicine, then the 
said Trustees shall appoint another special committee for such 
discussion. 

After discussion, the motion to adopt the majority report was 
amended to substitute the minority report for the majority 
report. After further discussion, the minority report of the 
reference committee on the report of the Committee to Study 
Relations Between Osteopathy and Medicine was adopted. 


E, CHIROPRACTIC EDUCATION 

Following the resolution introduced into the House of Dele- 
gates in December, 1953, requesting that the Council on Medi- 
cal Education and Hospitals investigate the quality and content 
of chiropractic education and subsequently report its findings, 
efforts were made by the Council to determine how this could 
best be accomplished. Following careful study and preliminary 
contacts with representatives of the chiropractic schools, the 
Council reported that its considered opinion is that the evalua- 
tion of the quality and content of chiropractic education does 
not belong within the field of its activities and should be under- 
taken through other established channels or through an outside 
agency engaging in an objective analysis. 

The Board of Trustees is in agreement with the recommenda- 
tion of the Council on Medical Education and Hospitals in this 
regard and recommends adoption of the above report. 

Supplementary Report E was referred to the Reference Com- 
mittee on Medical Education and Hospitals. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. Dwight L. Wilbur, Chairman, California, presented the 
following report, which was adopted: 


Supplementary Report of the Board of Trustees on Chiro- 
practic Education —Your reference committee concurs in the 
recommendation of the Board of Trustees and the Council on 
Medical Education and Hospitals that in their considered opinion 
the evaluation of the quality and content of chiropractic educa- 
tion does not belong within the field of activities of the Council 
and should be undertaken through other established channels 
or through an outside agency engaging in an objective analysis. 


F. PROFESSIONAL LIABILITY 


The Board of Trustees wishes to submit the following state- 
ment on professional liability for the information of the House 
of Delegates. The statement is a compilation of reports from 
the Law Department at Association headquarters and the Council 
on Medical Service. 

Since the December meeting of the Board, representatives of 
the Law Department have discussed the necessity for additional 
studies and activities with the staff of the Council on Medical 
Service and with the Chairman of the Committee on Professional 
Liability of the Committee on Medicolegal Problems. Active 
cooperation has been received from these sources, both of which 
agree that further exploration is necessary and desirable. A 
member of the staff of the Law Department has been assigned 
approximately half time to work on this project. Within the past 
two months a questionnaire was prepared jointly by the Council 
on Medical Service and the Law Department and was sent to 
each State Insurance Commissioner, This material, which deals 
primarily with professional liability insurance rate regulations, 
is discussed in the comments from the Council en Medical Serv- 
ice which have been made a part of this report. 

In accordance with a suggestion from Dr. Louis Regan, Chair- 
man of the Association’s Committee on Professional Liability, 
a member of the staff will initially and within the next three 
months visit the state medical societies which have group pro- 
fessional liability insurance and claims prevention programs. 
Personal visits will be limited to the societies which have been 
most active. Information from the others will be obtained through 
correspondence. It is believed that in this way complete informa- 
tion can be obtained as to pertinent activities currently being 
engaged in by medical societies. We shall then be able to analyze, 
evaluate, and compare existing claims prevention programs, 
procedures for handling complaints prior to litigation, and the 
results of malpractice litigation by states. As a later phase of the 
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study it will be necessary, through personal visits and corre- 
spondence with insurance companies which formerly wrote and 
with those that are currently writing this type of coverage, to 
determine in detail and by geographical areas their experience 
for the past 5 or 10 years. Information relative to rate increases 
and variations, the reasons for such changes, differences in claims 
settlement policies, the existence of claims prevention programs, 
as well as the opinions of insurance officials as to future trends 
and desirable corrective measures should all be obtained at this 
stage of the study. Following this step selective individual case 
study is indicated. On the basis of insurance company records 
and court decisions, a significant number of cases wili be analyzed 
in detail. Complete information should be elicited as to the 
nature of the case or complaint, the validity of the cause of 
action, the circumstances which gave rise to the claim, the sound- 
ness of the settlement or judgment, and the reaction of the 
physicians, the attorneys, and the claimants as to the fairness of 
the final verdict or settlement. 

We believe that the above information will enable the prepara- 
tion of a final report which will clearly indicate to the profession 
generally the exact current national picture concerning the 
causes of professional liability claims and the availability and 
cost of liability insurance. More important, we feel that this data 
will enable us to determine the causes for the present situation 
and why the problem is aggravated in certain areas. Armed with 
these facts the Association can plan a long-range educational 
program for presentation to both the medical and legal profes- 
sions. 

The Council on Medical Service has submitted a report on its 
activities since the December, 1954, meeting with the recom- 
mendation that a comprehensive report be made to the House 
of Delegates at the 1955 clinical session. The report provides, 
in part: 

Since our report dated Nov. 27, 1954, we have initiated a survey 
among the insurance regulatory authorities of all 48 states and the 
District of Columbia. This survey was started for the purpose of determin- 
ing to what extent the various state insurance departments actually 
regulated (or were empowered to regulate) the rates the insurance com- 
panies charge for professional liability insurance protection. 

As of this date we have had responses from all of the regulatory author- 
ities except six. Some of the states have returned our questionnaire and 
have also supplied us with either copies of their rate regulatory measures 
or with citations to the appropriate statutes. At this time we are unable 
to give a complete tabulation. We hope to hear from the five remaining 
states and the District of Columbia . . . . Of the responses received 
to date, 36 states indicated specifically that they have authority to 
exercise some control. Only 4 states answering at this time indicated they 
did not exercise rate regulatory authority a 


Another survey undertaken by the Council since the last report 
has been an effort to learn the extent to which insurance com- 
panies have been called upon to pay losses in excess of basic 
limits (usually $5,000 per claim) during the past few years. This 
tabulation is as yet incomplete, but it indicates that rather sub- 
stantial awards and payments have been made in many of the 
states. Since 1950 such awards and claims recorded to date range 
on an individual basis from slightly less than $6,000 up to in 
excess of $67,000. Their cumulative effect is impressive. The 
total amounts to more than $3,407,000. These preliminary data 
pertain to 27 states and involve 254 separate claims or awards, 
On a per claim basis this would amount to an average of ap- 
proximately $13,414. 

In the above it should be remembered that these figures reflect 
only those claims in excess of the basic limits. Substantial as they 
are, they may be of less significance relatively than the vast 
possible number of claims and suits which involve less than 
$5,000 each. Again the above data pertain only to the period 
beginning with 1951 and subsequent calendar years for which 
figures have been developed. For the most part, these data reflect 
calendar years 1951 through 1953, since only a few reports for 
1954 have, as yet, been compiled. 

By way of summarizing, previous reports have indicated the 
lack of any uniform statistical pattern prior to the advent of 
assumption of rate promulgation and risk classification by the 
National Bureau of Casualty Underwriters effective Sept. 1, 
1952. Some of the unique features of this type of coverage have 
been indicated, such as the time interval between the issuance 
of an insurance contract and the reporting of claims, the further 
time interval between the reporting of a claim and final settle- 
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ment, the insidious nature of onset of claims, and the seeming 
lack of protection afforded by the statutes of limitations as they 
exist in the different states. 


The 1953 report indicated that the premiums for certain other 
types of liability insurance (such as Owners’, Landlords’, and 
Tenants’ applicable to hotels) increased on an average of 173.5% 
during the period 1939-1952. These rate increases were invoked 
during the calendar years 1947, 1949, 1951, and 1952 respec- 
tively. Comparable data indicating the extent to which physicians’ 
liability insurance premiums were increased during the same 
period are not readily determinable. However, a partial com- 
parison may be made by considering the increases in professional 
liability insurance premiums since the National Bureau of 
Casualty Underwriters assumed rate jurisdiction in 1952. 


Since that date, the basic rates have remained unchanged in 
17 states. The term “basic rates” applies to physicians who do 
not practice in partnership, who do not engage in major surgery, 
and who are not identified with the ownership or operation of a 
hospital or clinic. Moreover, basic rates do not cover the practice 
of radiology, cosmetic surgery, or shock therapy. When a physi- 
cian undertakes any activity which includes major surgery, part- 
nership practice, ownership or operation of a hospital or clinic, 
or engages in the practice of radiology, cosmetic surgery, and/or 
shock therapy, such physician is obligated to pay a surcharge 
which may account for a higher dollar premium even though the 
basic rates in some jurisdictions have remained unchanged. 

The basic rates were reduced 25% in one state. In 30 states 
these rates were increased from a low of 7% up to 100%, with 
the median being between 40% and 43%. While these compari- 
sons are on a somewhat limited basis, they are indications that 
basic rate increases with respect to medical liability insurance 
protection are less than those which have been deemed necessary 
for some other types of liability coverage. Higher average jury 
verdicts for plaintiffs have also been indicated. In one jurisdic- 
tion there was an 83% increase in the amount of the average 
verdict in personal injury cases between 1940 and 1950. In an- 
other jurisdiction the average Supreme Court plaintiff award 
increased 149% during the period from 1941 to 1951. 


Journals of constituent associations and bulletins of com- 
ponent societies in increasing numbers contain articles dealing 
with problems in this field. Of particular note is the rather com- 
prehensive report of the Malpractice Insurance and Defense 
Board of the Medical Society of the State of New York as 
published in the April 15, 1955, issue of the New York State 
Journal of Medicine. While this report deals specifically with 
the program in the state of New York, it may have elements of 
parallel in other jurisdictions. The report is carried on pages 
1231 to 1235 and merits consideration. 


The May, 1955, issue of the Rocky Mountain Medical Journal 
contained no less than three items (two articles and an editorial) 
relating to medical or professional liability. The following is 
quoted from the editorial: 

. Reasons for increased claims and loss are not difficult to find 
—new drugs, instruments, machines and technics; devaluation of the 
dollar; fabulous wages; over-selling of commodities; time payments; ele- 
vated minimum standards of living; needs and demands for money; loss 
of loyalty to family doctors. A lot of people have decided to “get the 
money”’—honestly if they can, but get it. A large proportion of claims are 
based upon alleged errors of judgment or to medical and surgical acci- 
dents. Some have merit, but many have none ’ 


In connection with the last sentence of the foregoing quotation, 
it should be remembered that, even though a suit or claim may 
have no merit, it is likely to involve some expenses. Investiga- 
tions must be made which may include depositions. Further, if 
litigation is initiated, defense has to be prepared which involves 
additional cost. Finally, if litigation reaches trial stage, liability 
may be imposed by a jury. 

In its report to the Board of Trustees dated Nov. 27, 1954, 
the Council indicated that many of the problems inherent in 
professional liability were not necessarily new. That report 
related to excerpts from American Medical Association proceed- 
ings as far back as 1873. The element that appears to be rela- 
tively recent with respect to some problem areas is the fact that 
today more and more physicians realize their existence. 

Supplementary Report F was referred to the Reference Com- 
mittee on Insurance and Medical Service. 
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REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Supplementary Report F of the Board of Trustees on Pro- 
fessional Liability —This report is a progress report containing 
valuable information but making no recommendations. Your 
committee therefore recommends the adoption of this report. 


G. REORGANIZATION OF NURSING COMMITTEES 
The Board of Trustees has reviewed its representatives in rela- 
tion to nursing and has reconstituted all of the committees in 
order to achieve better coordination. An over-all Committee on 
Nursing has been appointed and several subcommittees have 
been set up on (1) careers; (2) accrediting service; (3) noncol- 
legiate board of review; (4) practical nursing and auxiliary nurs- 
ing services; and (5) improvement of the care of the patient. 
These committees, which previously operated as autonomous 
groups, will now report to the over-all Committee on Nursing. 
Supplementary Report G was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH AND INDUSTRIAL HEALTH 
Dr. J. Arnold Bargen, Chairman, Minnesota, presented the 
following report, which was adopted: 
Your reference committee approves the action of the Board of 
Trustees in combining the several autonomous groups in one 
over-all Committee on Nursing. 


H. Civit DEFENSE 
On recommendation of the Council on National Defense and 
for the purpose of reemphasizing the position of the American 
Medical Association with respect to civil defense, the Board of 
Trustees wishes to submit the following recommendations to the 
House of Delegates with the request that they be adopted: 


(1) That Congress be urged to enact legislation, such as S. 
1527, 84th Congress, to amend further the Federal Property 
and Administrative Services Act of 1949, as amended, to au.hor- 
ize the disposal of surplus property for civil defense purposes, 
inasmuch as no way has yet been found under existing law for 
the federal government to sell, lease, lend, transfer or deliver 
surplus property and equipment to state or local government 
agencies; 

(2) That the Association strongly recommend to the Bureau 
of the Budget, the Appropriation Committees of both Houses 
of Congress, the Sub-Committee on Civil Defense of the Senate 
Armed Services Committee, and the Federal Administrator of 
Civil Defense the need for increased appropriations for medical- 
health supplies for civil defense; 

(3) That the state and county medical associations be urged 
to participate aggressively in civil defense programs. 

Supplementary Report H was referred to the Reference Com- 
mittee on Legislation and Public Relations. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 

Dr. Charles G. Hayden, Chairman, Massachusetts, read the 
following report, which was adopted: 

Supplementary Report of Board of Trustees H.—The acute 
confusion that has surrounded a recent event of medical signifi- 
cance in the nation’s capital is nothing compared to the chronic 
confusion that continues to bedevil civil defense. While the 
recommendations of the Board of Trustees will not dispel this 
confusion, they are certainly steps in the right direction, and 
your reference committee recommends their approval. 


I. GuipEs FOR GRIEVANCE OR MEDIATION COMMITTEES 
In accordance with the action of the House of Delegates at 
the Miami Clinical Meeting in approving resolutions calling for 
a study of the standards of organization and operation of griev- 
ance committees throughout the United States, the committee 
appointed by the Board of Trustees for this purpose submitted a 
report of progress to date. 
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At a meeting held in Chicago on Feb. 26, 1955, the com- 
mittee agreed on the following, among others: 

(1) Its purpose will be to develop guides rather than set stand- 
ards; 

(2) The present ad hoc committee should be called Commit- 
tee to Recommend Guides for Grievance or Mediation Com- 
mittees: 

(3) The study will be approached from the point of view that 
every State association should have a strong grievance or media- 
tion committee; that committees may be developed by individual 
component societies, by district societies, or on any other basis 
that is deemed most practical within the states; and that griev- 
ances should be impartially, promptly, and properly handled; 

(4) The study will include both the organization and operation 
of such committees, utilizing the material already available at 
American Medical Association headquarters and obtaining new 
data and opinion where such are indicated. 

It is evident that the committee’s success in obtaining both 
facts and opinions depends on the extent of cooperation given 
it by the officers of medical associations and societies. In view 
of this, it is requested that the House of Delegates urge the 
constituent associations and the component societies to lend 
every support to the study and assist the committee in develop- 
ing a practical set of guides. The importance of this study can- 
not be overemphasized, since it is believed that a sound system 
of professional self-discipline is essential to medicine’s public 
service. Therefore, it is evident that a review of all applicable 
facts is necessary. The committee hopes to have a compilation 
of such facts prior to the Clinical Meeting in Boston. However, 
the analysis of these facts and the determination of guides may 
well extend to June, 1956, or even beyond. 

Supplementary Report I was referred to the Reference Com- 
mittee on Miscellaneous Business. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Norman A. Welch, Chairman, Massachusetts, submitted 
the following report, which was adopted: 

Your reference committee has considered Supplementary 
Report of the Board of Trustees I on the subject of Guides for 
Grievance or Mediation Committees. Your committee concurs 
with the Trustee in their request that the House of Delegates 
urge the constituent associations and the component societies to 
lend their support to the study and assist the committee in 
developing a practical set of guides. 


J. RESOLUTIONS ON Use OF WorD REHABILITATION 
The following report and recommendations were received 
from the Special Committee on Rehabilitation and are concurred 
in by the Board of Trustees. 


REPORT OF SPECIAL COMMITTEE ON REHABILITATION 

At the December, 1953, session of the House of Delegates 
the Section on Orthopedic Surgery presented three resolutions 
which dealt with the deletion of the word “Rehabilitation” from 
the names of the Board, Section, and Council on Physical Medi- 
cine and Rehabilitation. On recommendation of the reference 
committee which considered these resolutions, a substitute reso- 
lution was adopted which instructed the Board of Trustees to 
appoint a special committee to consider the issues involved in 
these three resolutions and to report to the House of Delegates 
in terms of four specific questions: (1) Should the Council on 
Physical Medicine and Rehabilitation be reorganized and re- 
named to indicate more clearly a primary function having to do 
with the investigation, standardization, and certification of medi- 
cal equipment, apparatus, and materials? (2) Should another 
council be formed properly representative of the various branches 
of medicine which are concerned with rehabilitation, such 
council to be named Council on Rehabilitation? (3) Should the 
Section on Physica! Medicine and Rehabilitation be renamed 
Section on Physical Medicine? (4) Should the American Board of 
Physical Medicine and Rehabilitation be renamed? The com- 
mittee has been considering these questions for 18 months. A 
final report has been postponed pending the study and disposi- 
tion of the seal of acceptance programs of the American Medi- 
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cal Association by the Board of Trustees. On Feb. 4, 1955, the 
Board of Trustees of the Association discontinued the seal- 
acceptance programs of the Council on Pharmacy and Chemis- 
try, the Council on Foods and Nutrition, the Council on Physical 
Medicine and Rehabilitation, and the Committee on Cosmetics. 

On Feb. 5, 1955, a joint committee representing the American 
Academy of Orthopedic Surgeons, the American Orthopedic 
Association, the Section on Orthopedic Surgery of the American 
Medical Association, the American Congress of Physical Medi- 
cine and Rehabilitation, and the Section on Physical Medicine 
and Rehabilitation of the American Medical Association met in 
Chicago. After a full and free discussion certain resolutions were 
adopted unanimously. The joint committee was kind enough to 
send this committee a copy of these resolutions along with an 
abstract of the general discussion. 

In the light of our past discussions, the dropping of the seal 
of acceptance program of the American Medical Association 
and the resolutions adopted by the joint committee, referred to 
above, your committee presents the following recommendations 
as answers to the questions submitted by the House of Delegates: 

Question 1. “Should the Council on Physical Medicine and 
Rehabilitation be reorganized and renamed to indicate more 
clearly a primary function having to do with the investigation, 
standardization and certification of medical equipment, ap- 
paratus, and materials?” 

Your committee recommends that (1) the Council on Physical 
Medicine and Rehabilitation be renamed the Council on Re- 
habilitation; (2) that it be reorganized so that all branches of 
medicine interested in the broad field of rehabilitation shall be 
represented in the membership of the Council, and (3) that a 
committee be appointed to carry on activities in the field of 
apparatus, instruments and devices. 

Question 2. “Should another council be formed properly rep- 
resentative of the various branches of medicine which are con- 
cerned with rehabilitation, such council to be named the Council 
on Rehabilitation?” 

This question has been answered in the recommendation sub- 
mitted under Question 1. 

Question 3. “Should the Section on Physical Medicine and 
Rehabilitation be renamed the Section on Physical Medicine?” 

Your committee recommends that the name of the Section 
on Physical Medicine and Rehabilitation of the American Medi- 
cal Association be changed to the Section on Physical Medicine 
with the understanding that there shall be established at each 
annual meeting a joint session of one-half day devoted to re- 
habilitation, such session to be sponsored and participated in by 
the Section on Physical Medicine, the Section on Orthopedic 
Surgery, and such other sections as may desire representation. 

Question 4. “Should the American Board of Physical Medi- 
cine and Rehabilitation be renamed?” 

Your committee recommends that no action be taken on this 
question at this time. 

Since your committee was appointed for the specific task of 
studying the issues involved in these four questions, which study 
has been completed and recommendations made, your commit- 
tee requests that it be discharged. 

Supplementary Report J was referred to the Reference Com- 
mittee on Sections and Section Work. 


REPORT OF REFERENCE COMMITTEE ON 
SECTIONS AND SECTION WORK 
Dr. J. Wallace Hurff, Chairman, New Jersey, submitted the 
following report, which was adopted: 
Supplementary Report J of the Board of Trustees.—Your 
reference committee, after considerable discussion and delibera- 
tion, endorses the action of the Board of Trustees. 


K. Mepicat Practice UNiTts BROCHURE 
During the past few months conferences have been held, 
initiated by the Sears Roebuck Foundation, to secure the editorial 
assistance of the Association’s headquarters staff in the publica- 
tion of a brochure dealing with medical practice units and 
facilities, which will be distributed by the American Medical 
Association. A copy is available for inspection at the Physicians’ 
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Placement Service exhibit at the Convention Hall here in At- 
lantic City. Other activities in which the Sears Roebuck Founda- 
tion is engaged were outlined to the Board. 

Supplementary Report K was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 

Dr. A. H. Aaron, Chairman, New York, presented the follow- 
ing report, which was adopted: 

Supplementary Report of the Board of Trustees K.—This 
brochure is in the process of compilation and unavailable at 
this time. This supplementary report was for information only, 
and no action was to be taken by your reference committee. 


L. POLIOMYELITIS VACCINE 


No doubt all of you have read the report on the poliomyelitis 
vaccine issued by the Board of Trustees which appeared as an 
editorial in the May 28, 1955, issue of THE JouRNAL of the 
American Medical Association. In addition, the Board wishes 
to submit the following report, which will appear in THE JOURNAL 
for June 11: 

The American Medical Association has been assured that 
technical problems relating to the safe manufacture of polio- 
myelitis vaccine have been worked out, and the vaccination 
program will move ahead. The rechecking of manufacturing 
procedures and laboratory data following the outbreak of polio- 
myelitis in a few vaccinated children has caused unavoidable 
delay. In the midst of such tension the Eisenhower administra- 
tion is to be commended for conducting a careful and scientific 
review of the entire situation before permitting continuance of 
the program. 

President Eisenhower has been assured, on behalf of the Presi- 
dent of the American Medical Association and its Board of 
Trustees that the nation’s physicians will cooperate in limiting 
poliomyelitis vaccination to children from five through nine 
years until the vaccine is available in larger supply. Children 
in this age group who do not receive the vaccine during the 
current program of the National Foundation for Infantile Paraly- 
sis for first and second graders will be vaccinated after its 
completion. 

The American Medical Association is asking all physicians 
to administer vaccine only to children in the priority age group 
of five through nine until further notice. This will assure that 
the vaccine will be used first for those most susceptible to the 
disease. Physicians are all being asked to keep a record on each 
child vaccinated. This will include the name and age, the date 
of vaccination, the site, the manufacturer of the vaccine used, 
and the lot number. This voluntary priority vaccination plan 
follows the recommendation of the National Advisory Commit- 
tee on Poliomyelitis Vaccination approved by Secretary Oveta 
Culp Hobby and contained in her report to the President on 
May 16. 

Supplementary Report L was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 

Dr. J. Arnold Bargen, Chairman, Minnesota, read the follow- 
ing portion of the report of the reference committee, which the 
Vice Speaker ruled was merely informative and required no 
action: 

Your committee would like to present for your information 
the report by Dr. Dwight H. Murray, Chairman of the Board 
of Trustees of the American Medical Association, regarding the 
poliomyelitis vaccine (Supplementary Report L). 

The following portion of the report of the reference com- 
mittee was read by Dr. Bargen and, together with the resolution 
presented therein, was adopted unanimously: 

Your committee would like, in addition, to offer the following 
resolution for your consideration: 


RESOLUTION ON CONTRIBUTION OF Dr. JONAS SALK 
WuereEas, The physicians of this country recognize the great scientific 


achievement in isolating and perfecting a vaccine for the prevention of 
poliomyelitis by Dr. Jonas Salk; and 
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Whereas, This vaccine is now being used to prevent poliomyelitis among 
many of our children; therefore be it 

Resolved, That the House of Delegates express its profound gratitude 
to Dr. Salk and its admiration for his monumental contribution to medical 
science, 


M. REPORT OF COMMITTEE ON LEGISLATION 


During the period covered by this report, Oct. 1, 1954, to 
June 1, 1955, the Committee on Legislation has been very 
active. With the reconvening of the 84th Congress in January, 
1955, bills of interest to the profession of medicine were intro- 
duced at a rate unprecedented in modern times. Through June 
1, 1955, approximately 10,000 bills have been introduced. Of 
this number, 314, or roughly 3%, are of primary interest to 
physicians. A divided leadership of the executive and legislative 
branches of the federal government, as well as the discovery 
by both parties of the political appeal of health measures, seems 
to account for the increased legislative activity. 

During the period of this report the Committee has met on 
three occasions, on Feb. 5-6 in Chicago, March 4-5 in Washing- 
ton, and April 23, 1955, in Chicago, to consider new bills. Prior 
to the Washington meeting, members of your Committee called 
on the congressional delegations from their states to maintain 
liaison and express the views of the Association on pending 
legislation. 

Thus far during the 84th Congress the Committee has reviewed 
174 new bills and analyzed 81 major legislative proposals, rec- 
ommending policy positions on all of these to the Board of 
Trustees. In addition, the Committee has considered seven major 
policy questions on which legislation had not yet been intro- 
duced and recommended a position on these matters to the Board. 

Since March 10, 1955, 10 witnesses, of whom 3 were members 
of this committee, have testified before committees of the Con- 
gress and have presented the views of the Association on 15 
separate bills. In addition the Secretary and General Manager 
has submitted the written views of the Association to committees 
of Congress in connection with six other proposals. The testi- 
mony and statements presented were prepared by the Commit- 
tee’s staff with the assistance of other interested councils of the 
Association. The texts of all testimony and statements presented 
on behalf of the Association have been made available to the 
profession through the pages of THE JOURNAL. 

Major proposals on which we have been heard in the House 
of Representatives include: 

Mental Health 

Medical Aspects of Reserve Forces Bill 

Draft Deferment of Scientific Specialists 

“Doctor-Draft’’ Law 

Military Medical Scholarships 

Military Physician's “Incentive Pay” 


Those on which we have been heard in the Senate include: 
Mental Health 
Research Construction Grants 
Vocational Education of Practical Nurses 
Water Pollution Control 
Air Pollution Control 
Medical School Construction Grants 
Bricker Amendment 


Although it is too early to be unduly optimistic over results, 
the Committee is pleased to report that the legislative efforts of 
the Association appear to have borne fruit. The House of Repre- 
sentatives has passed a mental health bill which was supported 
by the Association, and the Senate, after first adopting certain 
of our suggestions for the improvement of the bill, has passed 
an air pollution control bill which had the endorsement of the 
Association. Legislative activity can be expected to intensify 
until the adjournment of the Congress in July or August, but 
with the continued fine cooperation of individual physicians and 
organized medicine at all levels, the Committee cautiously re- 
ports that the prospects for a satisfactory legislative year are 
encouraging. 

Indications are that the major legislative activity of the 84th 
Congress will occur in 1956. In view of this fact, and in an effort 
to secure a more complete exchange of information and an 
improved coordination with state and local medical societies, a 
new series of regional legislative conferences has been scheduled 
for this fall. Six such conferences will be held: San Francisco, 
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Sept. 24; Chicago, Oct. 8; Omaha, Oct. 15; New York, Oct. 29; 
Atlanta, Ga., Nov. 6; Dallas, Texas, Nov. 19. Drawing on the 
experience of previous years, your Committee hopes to improve 
the programs for this year’s regional legislative conferences so 
that they will be even more productive than in the past. 

The Committee has been fortunate in securing the services of 
Mr. R. G. Van Buskirk, a member of the staff of the Law Depart- 
ment, who is now the secretary of the Committee. 

We would like to conclude our interim report with an expres- 
sion of appreciation to the members of the Board of Trustees, 
the members and staffs of the other councils and committees of 
the Association and the Washington Office whose fine coopera- 
tion has been of immeasurable assistance. Another and, in the 
final analysis, the most significant contribution to the Commit- 
tee has come from “key legislative personnel” and individual 
physicians at the grass roots level who have been interested and 
active in national legislative affairs. Any measure of success 
which we have had is directly attributable to the efforts of these 
individuals. 

Supplementary Report M was referred to the Reference Com- 
mittee on Legislation and Public Relations. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 

Dr. Charles G. Hayden, Chairman, Massachusetts, submitted 
the following report, which was adopted: 

Supplementary Report of Board of Trustees M.—Your refer- 
ence committee directs the attention of the House to the high 
caliber of testimony that is being presented by representatives 
of the American Medical Association before Congressional 
committees in Washington. It is a long and difficult task to pre- 
pare adequately for an appearance before a Congressional com- 
mittee. Because many of its members have been trained for the 
legal profession, questioning is often searching and penetrating. 
Under such circumstances the witness must be exceedingly com- 
petent and well-informed if he is to present and defend his argu- 
ments in a lucid and authoritative manner. Your committee 
recommends that the House of Delegates extend a vote of sincere 
thanks and appreciation to Drs. Allman, Bartemeier, Blasin- 
game, Chrisman, Hess, Ludwig, McVay, Nafe, Turner, and Wig- 
gins, who have so admirably represented the views of the Ameri- 
can Medical Association before Congressional committees of 
this, the first session of the 84th Congress. 

Your reference committee also directs the attention of the 
House to the excellent job that is being done by the Committee 
on Legislation and its competent staff, and to the efforts that 
they are making through regional legislative conferences to dis- 
cuss legislative matters with officers, key legislative personnel, 
and other members of the American Medical Association. In 
this connection, your committee notes that the practice of hold- 
ing regional legislative conferences is to be continued this year. 
It is the feeling of your committee that this year an even greater 
effort should be made to assure full attendance at these confer- 
ences. 

N. Hoover COMMISSION REPORT 

The Board of Trustees presents the following statement for 
the approval of the House of Delegates: 

The American Medical Association is in hearty accord with 
the basic philosophy which permeates the recent Hoover com- 
mission report in its efforts to (1) increase efficiency in govern- 
ment; (2) promote economy and eliminate waste; (3) promote 
decentralization in government and effect elimination of re- 
duplication. 

As the American Medical Association has studied the reports 
of the commission and the Medical Service Task Force which 
deal with medical services, it agrees in the main with the report 
of the Task Force. 

The Association regrets that the commission saw fit to ad- 
vance recommendations which are directly opposed to those 
of the task force recommendations. The American Medical Asso- 
ciation cannot agree with these changes. 

Supplementary Report N was referred to the Reference Com- 
mittee on Legislation and Public Relations. 
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REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 

Dr. Charles G. Hayden, Chairman, Massachusetts, presented 
the following report, which was adopted: 
Supplementary Report of Board of Trustees N and Resolu- 
tion No. 34 on Hoover Commission Report: 
The Hoover Commission’s Task Force on Federal Medical 
Services recommends that hospital treatment should be fur- 
nished to a veteran for non-service-connected disability follow- 
ing separation from the armed services, provided that need for 
such treatment is demonstrated within three years from the date 
of separation or discharge from the armed forces and that the 
veteran is financially unable to pay for such care. Existing re- 
quirements relating to a veteran’s inability to pay for medical 
and hospital care and other qualifying requirements would be 
maintained as conditions precedent to his eligibility to receive 
such care. 
Noting the recommendation of its Task Force, the Hoover 
Commission stated its belief that the sentiment of the American 
people is that a sick and really indigent veteran should be pro- 
vided care in Veterans’ Administration hospitals. It then made 
the following three recommendations: (1) That the statement 
of a veteran of his inability to pay for non-service-connected 
disabilities should be subject to verification, and that the Vet- 
erans’ Administration should be authorized to collect in case 
such a statement is not substantiated; (2) that veterans having 
service-connected disabilities but making application for treat- 
ment of nonservice disabilities be required to sign a statement 
of inability to pay; (3) that the veteran should assume a liability 
to pay for care of his non-service-connected disability if he can 
do so at some reasonable time in the future. Such a debt should 


be without interest. Congress should pass appropriate laws pro- ¥ & 
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tion of the Task Force follows the practice utilized in Canada 
and elsewhere and is based on the assumption that veterans 
frequently need help to readjust to civilian life. In this respect 
medical care during the three year period following discharge 
or severance from the armed forces would constitute a sever- 
ance benefit similar to G.I. loans. 


In the opinion of your reference committee, the recommen- 
dations of the Commission itself do little to correct the basic 
defects of the Veterans’ Administration program as it relates 
to the care and treatment of non-service-connected disabilities. 
On the other hand, the Task Force’s recommendations have 
some merit in that they would impose a definite limit on the 
Veterans’ Administration’s liability for non-service-connected 
cases. 


The Task Force also recommended that provision be made 
for outpatient care following hospitalization for those non- 
service-connected disabilities for which medical need was estab- 
lished at the time the veteran was hospitalized. The Commis- 
sion went even further and recommended that outpatient care, 
whether prior to or following hospitalization, be furnished to 
indigent veterans with non-service-connected disabilities (this 
does not include neuropsychiatric cases prior to hospitalization). 
Such patients should also assume a liability to pay for their 
care if they can do so at some reasonable time in the future. 
The Task Force’s recommendation was based on the assumption 
that outpatient care following discharge would reduce the length 
of the hospital stay and decrease the cost of care, especially in 
the case of psychiatric patients. Your committee appreciates the 
rationale of furnishing posthospitalization outpatient care, but 
only provided that the period for which the veteran is eligible 
for any care or treatment of non-service-connected disabilities 
is sharply defined. It, therefore, cannot agree with this recom- 
mendation of the Commission. 

The attitude of the American Medical Association toward the 
provision of medical and hospital care for non-service-connected 
disabilities in Veterans’ Administration facilities is clear and 
well known. Although criticized severely by some, it quickly 
gained enough popular support to cause revision of Veterans’ 
Administration application form 10-P-10. Your committee does 
not agree with the Hoover Commission that the sentiment of 
the American people is that a sick and really indigent veteran 
should be provided care in Veterans’ Administration hospitals. 
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Your reference committee is in accord with the statement of 
the Board of Trustees but has rewritten a small portion of it 
in the interest of exactitude, so that it now reads as follows: 

The Board of Trustees presents the following statement for the approval 
of the House of Delegates: 


The American Medical Association is in hearty accord with the basic 
philosophy which permeates the recent Hoover Commission report in its 
efforts to (1) increase efficiency in government; (2) promote economy and 
eliminate waste; (3) promote decentralization in government and effect 
elimination of reduplication; (4) promote elimination of federal functions 
that compete with private business and industry. 


As the American Medical Association has studied the reports of the 
Commission which deal with federal medical services and those of the 
Medical Task Force of the Commission, it agrees in the main with the 
report of the Task Force. 


The Association regrets that the Commission saw fit to eliminate and 
alter recommendations which were made by the Task Force. The Ameri- 
can Medical Association cannot agree with these changes. 


When your committee had rewritten the report of the Board 
of Trustees, we found that it expressed the intent of the Arkansas 
Resolution No. 34 somewhat more succinctly. Therefore, in the 
interest of brevity, your reference committee recommends that 
its revision of the Trustees’ report be adopted and that it also 
be substituted for Resolution No. 34. 


O. “Doctor-Drart” LAw EXTENSION 

The following report was received and approved by the Board 
of Trustees and is submitted to the House of Delegates for its 
action: 

The Council on National Defense has this date reviewed the 
situation with reference to proposed legislation (H. R. 6057) to 
further extend the authority to require the special registration, 
classification, and induction of certain medical, dental, and allied 
health personnel, referred to as the “Doctor-Draft” law. This 
proposed legislation would extend the “doctor draft” for two 
additional years or until July 1, 1957, and aiso extend until 
July 1, 1959, the special $100 a month equalization pay for 
physicians, dentists, and others. 

It should be carefully noted that the constitutional authority 
of Congress to “raise armies” is the basis for all selective mili- 
tary service or draft legislation. This Congressional power or 
authority has been affirmed by the judiciary branch of our 
government. 

The Committee on Armed Services of the House of Repre- 
sentatives recognized this proposed legislation, and the existing 
law, as discriminatory legislation in that it singles out physicians 
and dentists for special registration and liability for service in 
the armed forces even though beyond the regular draft age (to 
age of 51 years). 

The Department of Defense in asking for this two-year ex- 
tension of this discriminatory legislation (Public Law 779) stated 
that the requirements for the Department of Defense and the 
U. S. Public Health Service during the next two years total 7,771 
physicians. The U. S. Public Health Service, though a valued 
and important health service, is not a part of the “armies” or 
defense force of the United States except in time of war and 
then as limited by Congress. 

The Secretary of Defense has announced that the planned 
military strength of the armed forces will be approximately 
2,900,000 during the next fiscal year. The Office of Defense 
Mobilization has authorized the Department of Defense 3 phy- 
sicians per 1,000 troop strength or approximately 8,700 phy- 
sicians for the proposed troop strength of the Army, Navy, and 
Air Force. The Department of Defense testimony on the “Doc- 
tor-Draft” law before the Armed Services Committee revealed 
that 2,936 physicians, regulars and reserves on extended active 
duty, would remain on active duty and the requirement for phy- 
sicians called to active duty would then be 5,764. This would 
bring the total to 8,700. This requirement of 5,764 spread over 
two years (current service is a two year period) is most im- 
portant. The testimony of the Department of Defense further 
revealed that 6,200 physicians would be available through the 
regular draft—physicians deferred to attend college and medi- 
cal school are subject to selective service to the age of 35 years. 
Thus, using the Department of Defense figures, it is readily seen 
that the physician requirements for fiscal year 1956 and 1957 
_can be fully met by the regular draft act. 
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The inclusion of U. S. Public Health Service requirements in 
justifying the extension of the “Doctor-Draft” law introduces 
many extremely dangerous new concepts of “government medi- 
cine” by the “draft of physicians” and demands active opposition 
by the medical profession. The Council on National Defense 
therefore recommends that the Board of Trustees and the House 
of Delegates of the American Medical Association adopt the 
position of active opposition to H. R. 6057 and any other pro- 
posed legislation aimed at the “discriminatory draft of phy- 
sicians” and furthermore, that the House of Delegates actively 
oppose the drafting of physicians for all nonmilitary medical 
service by the federal government. 

Supplementary Report O was referred to the Reference Com- 
mittee on Legislation and Public Relations. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 

Dr. Charles G. Hayden, Chairman, Massachusetts, presented 
the following report, which was adopted: 

Supplementary Report of Board of Trustees O.—Your refer- 
ence committee is impressed with the fact that although repre- 
sentatives of the American Medical Association have twice 
recommended to Congressional committees that a military- 
civilian committee be appointed to investigate ways and means 
of increasing the attractiveness of military service for physicians, 
no action has been taken. Your committee is also impressed with 
the fact that in 1948 some 42,000 babies were born in military 
hospitals, while in 1953. the number was over 145,000. 

The Hoover Commission’s Task Force on Federal Medical 
Services recommended that the “Doctor-Draft” law (Public Law 
84, 83rd Congress) not be extended or reenacted. The Hoover 
Commission, however, noted that while the number of young 
physicians to be graduated in the next few years may be ade- 
quate for the present requirements of the Armed Services, this 
is not the case with dentists. It then recommends that the Sec- 
retary of Defense, with the assistance of the Federal Advisory 
Council of Health, develop recommendations for revision of the 
Selective Service Act to effect maximum utilization of medical 
personnel. 

The Task Force believes that the “Doctor-Draft” law is un- 
fair in principle and has in the past been abused in administra- 
tion. It also believes that should it be reenacted, appropriate 
measures should be taken, legislatively and administratively, to 
assure that medical care for military dependents in military hos- 
pitals and other facilities or by military health personnel shall 
be limited to those health services which can be provided by 
personnel available to the three armed services by the follow- 
ing: (1) Civilian employees; (2) active duty volunteers not sub- 
ject to special draft legislation; (3) inductees under general draft 
legislation which, in principle but not necessarily in deferment 
provisions, applies to all citizens and was not especially enacted 
to induct health personnel for military duty. 

Your reference committee is not convinced by the arguments 
of those who advocate extension of the “Doctor-Draft” law and 
therefore recommends adoption of the recommendation of the 
Council on National Defense that the Board of Trustees and 
the House of Delegates of the American Medical Association 
adopt the position of active opposition to H. R. 6057 and any 
other proposed legislation aimed at the “discriminatory draft of 
physicians,” and furthermore, that the House of Delegates ac- 
tively oppose the drafting of physicians for all nonmilitary medi- 
cal service by the federal government. 


Report of Committee to Determine Need for Survey of 
Organizational Mechanism of American 
Medical Association 
Dr. Harlan English, Illinois, Chairman of the special Com- 
mittee to Determine Need for Survey of the Organizational 
Mechanism of the American Medical Association, presented the 
following report, which was referred to the Reference Commit- 
tee on Reports of Board of Trustees and Secretary: 


HEADQUARTERS SURVEY REPORT 


At the Miami meeting the Michigan delegation introduced 
Resolution No. 23 on Expansion of American Medical Associ- 
ation Administrative Facilities. The reference committee reported 
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that the resolution should be adopted in principle and the House 
concurred. The Speaker, by the resolution, was instructed to 
appoint a committee of the House to determine if there is need 
for a survey of the organization of the American Medical Asso- 
ciation. This committee was instructed to report to the House 
in June, 1955. 

As carefully as three nights’ and days’ time would permit, this 
committee reviewed all of the activities of the Association head- 
quarters office. It inspected the building from top to subbasement 
and interviewed many of our employees. Starting with Dr. Lull 
and going through all departments, the outstanding observation 
the committee made was the sincerity, loyalty, and enthusiasm 
with which nearly 950 persons work for us. We sat in on and 
were impressed by the bimonthly staff conference on policy 
implementation. 

Much is said about the American Medical Association's public 
relations program. The committee feels that it is in most capable 
hands and that the current operation and budget needs of our 
Public Relations Department are being well met. We feel that 
we need to continue our general headquarters type of public 
relations program. We are in agreement with the Public Relations 
Department that special problems in the field of public relations 
will occasionally require the employment of outside public re- 
lations firms. For example, an outside public relations group has 
been hired to do a particular survey on a particular problem. 
By continuing liaison work with responsible feature writers, your 
Public Relations Department has been able to help, during the 
last 90 days, in the preparation of over 100 articles in magazines 
having over | million circulation, each without any article being 
too critical of medicine. Your Public Relations Department 
makes a day in and day out effort to interpret to editors, radio 
and television people, and interested feature writers the funda- 
mental ideas of American medicine. 

From our experience, your committee must impress on this 
House of Delegates and on all physicians that, in America, we 
must respect the right of others to disagree with us. We in 
medicine must expect continuing efforts at discrediting the pro- 
fession because physicians are considered by all people to be the 
bulwark of conservatism. Your committee respectfully suggests 
that the only, and we mean the only, public relations program 
of any permanent value is the private and public relations of 
the individual doctor in his home town and the public relations 
program of each county medical society. 

Your committee’s appraisal of a tremendous medical responsi- 
bility, that of the Council on Medical Education and Hospitals, 
is about as follows: The Council needs two more field men to 
assist in the evaluation of problems on internship and residency 
programs. 

The committee feels that the continued listing of foreign 
medical schools on the part of the American Medical Association 
is poor policy. Others might disagree. Your committee strongly 
‘recommends that the Princeton College Education Testing Serv- 
ice be used and that it be recommended to the State Department 
to examine all foreign physicians before they leave their native 
countries. 

On the basis of all the evidence, your committee strongly 
recommends that the House accept the basic recommendation 
of the Ad Hoc Committee on Internships (the Klump commit- 
tee), which was, essentially, that a hospital filling less than 25% 
of its quota of interns be not listed as offering an internship. 
The acceptance of this basic recommendation will get our in- 
ternship program down to the 8,000 level, which is comparable 
with our graduates. 

Your committee would like to report that, on the basis of 
evidence submitted, curriculum changes in medical schools are 
‘felt to be most desirable by many, many thinking people. Some 
‘facets of medical education which are coming to be part of the 
American Medical Association’s medical school evaluation pro- 
gram are the answers to these questions: (1) what is the relation 
of medicine to law? (2) what are the faculty’s ideas of ethical 
concept teaching? (3) how is medical economics taught? (4) what 
is the place of the history of medicine in the curriculum? (5) 
what efforts are being made to teach pride in medical heritage? 
(6) what are the medical students’ attitudes, and how does the 
faculty develop these? A discussion of these questions alone will 
make you aware of the great ferment going on in medical edu- 
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cation. It should also make us aware of the Herculean problems 
of all medical schools. Your general headquarters office is the 
nucleus about which this interchange of ideas is accomplished. 
In order to get these ideas quickly together in presentable form, 
this is a necessity. 

An inspection and review of the activities of the Council on 
Pharmacy and Chemistry, since the discontinuation of the seal 
program, leads to the following conclusions: The staff of our 
Council is planning to spend more and more time reviewing 
data on the clinical effects of new drugs. Another physician or 
two will probably be employed, as well as a Ph.D. in pharmacol- 
ogy. In the foreseeable future, this Council, through its drug 
evaluation program, will render tremendous weekly service to 
our citizens and our practicing profession. The Council's atten- 
tion will be devoted to the basic drug rather than the trade 
names put out by pharmaceutical houses. 

Your committee would like te impress on this House and the 
practicing profession the fact that an amazing number of com- 
petent clinicians and physicians engaged in research help get 
data for our Committee on Research. These able and energetic 
men and women are grateful to our American Medical Associ- 
ation for acting as a clearing house for their research data. Your 
committee would like this House and the profession to know that 
men engaged in research would like more funds of the un- 
restricted variety. Too much research money in America is in 
the restricted category, in that it is dispensed by the polio- 
myelitis, cancer, cerebral palsy, and other special interest groups 
for projects they think are important instead of for projects 
that are fundamentally important. One simple way in which you 
can help in a solution to this problem is to make your checks 
to these various foundations a dual check to them and to the 
American Medical Association Research Foundation. By that 
mechanism, at least half of what you give will be used for basic 
research instead of the disease-directed type. 

An on-the-spot survey of our Directory and Membership 
Department indicates that they need virtually an entirely new 
additional floor to do their work adequately. The compilation 
of the Directory is a tremendous job, and only about 20,000 
copies are sold. The newest Directory coming off the press 
shortly will cost approximately half a million dollars to produce. 
Your committee respectfully suggests to the House that the listing 
of the individual physicians’ home addresses is not at all neces- 
sary, and its deletion will save us up to 25% of the cost of future 
directories. This committee feels that the spending of approxi- 
mately $150,000 more or less on home addresses is, to say the 
least, foolish. This committee strongly suggests that the activities 
of our Membership and Directory Department are so important 
to the future of the Association that provisions must be made 
for their having more adequate space. We feel that the Directory 
might well be published every five years instead of every two. 
We feel that citizenship should be a requisite to listing in the 
Directory. For example, there are 20,000 displaced persons in 
the United States now who claim to be doctors of medicine but 
who are not citizens and should not be listed. 

Your committee feels that this House should know how the 
Joint Commission on Accreditation of Hospitals operates so far 
as the American Medical Association is concerned. The Ameri- 
can Medical Association contributes six-twentieths of the $90,000 
office budget of the Joint Commission. The Association now has 
nine physicians employed in the evaluation of intern and resi- 
dency programs and in the inspection of hospitals providing 
such. That division of our operation needs two more physicians. 
About 50% of these men’s time is spent doing hospital evalu- 
ation work for the Joint Commission as a whole, aside from 
their internship and residency evaluation. The American College 
of Surgeons has four to five physicians, partly subsidized by 
the American Cancer Society, who inspect hospitals which 
operate cancer clinics. The American College of Physicians has 
one man on the inspection team. The American Hospital Associ- 
ation has four physicians working for them and, in general, they 
inspect hospitals having 100 beds or less. There is one inspector 
operating in Canada, and he visits the Canadian institutions 
only. Out of our inspectors’ experiences, and we interviewed 
them, we learn that hospitals which obtain two-thirds of their 
needed interns keep a good internship program going. Whenever 
a hospital gets less than two-thirds of its needed interns, the 
internship program, as an educational procedure, certainly falls 
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apart. This is pretty close to the other view of 25%. To your 
committee, this was further evidence that the basic recommenda- 
tion of the Klump committee should be supported by this House. 


During the course of our inspection of our home office and 
its activities, we noticed one phase of American life that had no 
liaison activity with our Association. There was no council or 
committee dealing specifically with labor. At the risk of opening 
Pandora’s box and, in the opinion of some, creating more prob- 
lems than we'll effect answers to, your inspection committee 
would strongly suggest the organization of a Committee on 
Labor Relations. We shall be meeting and dealing with labor 
more and more as labor unions increase their activity in the field 
of fringe benefits, including so-called health insurance. Big labor 
like big government is here to stay. Your committee would 
recommend a psychiatrist on that committee. 

The biggest problem at our headquarters office is our printing 
business. There are many technical considerations in this prob- 
lem, but the basic answer is that doctors do not belong in the 
printing business. If we stay in the printing business, it would 
be just as logical to buy a paper factory because we take the 
entire output of one factory already. If we contract to have the 
various journals printed by private printing companies in their 
own modern plants, we will not only secure a better product but 
we will certainly save money. Your committee cannot too 
strongly recommend to the House and to our Board of Trustees 
that we get out of the printing business so far as printing our 
journals and other magazines of wide circulation. It would take 
days to discuss all the technicalities involved in the reasons your 
committee reached this conclusion. Getting rid of our old presses 
and much of our printing equipment will release three floors of 
much needed space in the general headquarters of your associ- 
ation. Your committee considers this to be the most reasonable 
and the most economical mechanism by which the general head- 
quarters of your Association can increase its capacity for service 
to the American public and the American physician. Your com- 
mittee rates the moving of our printing business as our number 
one problem at general headquarters. 

Finally, on the basis of our complete study of the physical 
plant and the good folks who work there, we must recommend 
to the House that, in our opinion, it would be foolish to hire a 
firm of management consultants and pay them a large fee to 
survey our organizational mechanism and its needs at this time. 
It is your committee’s view that critical physician members of 
the Association can perhaps do a better evaluating job than any 
management firm could do with our Association’s highly tech- 
nical and complex problems, which differ so greatly from the 
problems of an industrial corporation. 

The committee recommends that its activities cease with this 
report. The committee further suggests to the House and to the 
chairmen of reference committees, in this and future sessions, 
that they seriously consider all the problems, organizational, 
financial, and personnel-wise when they recommend that a new 
council or study committee be formed for this or that activity. 
Every one of them costs money. Your committee also suggests 
that during the 1956 session in Chicago, the members of the 
House of Delegates be taken in groups of 20 to our 535 building 
and each group of 20 spend a minimum of two hours, and you 
would like to spend six or eight, going through the complex 
activities of our general headquarters office. This, in your com- 
mittee’s opinion, would be the most illuminating two hours any 
delegate could spend in Chicago. 

During the presentation of the report Dr. English exhibited 
slides showing numerous details of Operations at Association 
headquarters not mentioned in the report. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 

Dr. A. H. Aaron, Chairman, New York, read the following 
report, which was adopted: 

Headquarters Survey Report.—The portion of the report deal- 
ing with the Public Relations Department aroused the interest 
of the committee as to its excellent coverage, simplicity of lan- 
guage, and direct approach to many important problems. Its con- 
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tent does not lend itself to summarization. The committee urges 
careful study of the entire subject presented by this report. The 
committee finds that the Public Relations Department has an 
adequate budget and is developing its specialized techniques in 
a sound manner. It approves under certain circumstances the 
employment of outside research foundations. The committee is 
in accord with the statement that the only public relations pro- 
gram of any permanent value is the private and public relations 
of the individual doctor. Nevertheless, we must expect and re- 
spect the rights of others to disagree with us. 

Your reference committee is in accord with the committee’s 
recommendation that the Council on Medical Education and 
Hospitals should be provided with two more field men. 

The report recommends that the Educational Testing Service 
located at Princeton be used to examine all foreign physicians 
before they leave their native countrv. This will provide a screen- 
ing technique. Your reference committee is in agreement that 
the present informal listing of foreign medical schools should 
be reviewed by the Council on Medical Education and Hospitals. 

Your reference committee is in accord with the English com- 
mittee that the House accept the recommendation that a hospital 
filling less than 25% of its quota of interns for two consecutive 
years be not listed as offering an internship. 

Your reference committee notes with approval that the 
American Medical Association evaluation program of curriculum 
changes in medical schools takes into consideration questions 
listed in the report. 

Concerning the topic of research, your committee is in com- 
plete accord with the sentiments of the report, and recommends 
its adoption. 

In reference to the discussion of the Directory, your reference 
committee recommends that the Directory be published every 
two years and that home addresses be deleted. 

After careful consideration of the testimony regarding citizen- 
ship as a requirement to listing in the Directory, your committee 
believes this matter requires further study. 

In reference to the recommendation dealing specifically with 
labor, your committee finds that the Board of Trustees has 
appointed such a Committee on Labor Relations. We support, 
approve, and commend this action. 

In reference to matters relating to printing, these are now 
under consideration by the Board of Trustees. 

Concerning material in relationship to the employment of 
management consultants, your reference committee is in com- 
plete accord that physician members of the Association can do 
an adequate job of evaluation. 

Your reference committee is in hearty accord with the sug- 
gestion to the House in this and future sessions, that each delegate 
seriously consider organizational, financial, and personnel prob- 
lems involved when they recommend that a new council or study 
committee be formed for this or that activity. 

We sincerely approve of the report’s suggestion that groups 
of physicians be conducted through our headquarters building 
when we meet in Chicago in 1956. 

Your reference committee recommends that the headquarters 
survey report committee be relieved of its duties, and we believe 
we reflect the opinion of the House in complimenting each of 
its members for an outstanding accomplishment of investigation 
and report. We should note with pride and approval the excellent 
relationship existing between the employees and the Association. 


Citation for Dr. Torald Sollmann 

Dr. George F. Lull, Secretary, informed the House of Dele- 
gates that the Board of Trustees had voted to present a citation 
to Dr. Torald Sollmann, Cleveland, charter member of the 
Council on Pharmacy and Chemistry, and requested permission 
for its publication in the Proceedings of the House, which was 
granted unanimously. A portion of the citation reads as follows: 

“His unselfish devotion and inspiring leadership have been 
largely responsible for the Council’s primary and fundamental 
achievements in encouraging the practice of rational therapeu- 
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tics. Possessed of a brilliant and discerning mind, Dr. Sollmann’s 
name has become almost synonymous with that of the Council. 
He is one of those who have made people recognize the sincerity 
of the Council’s motto, ‘Non sibi sed medicinae,’ not for our- 
selves but for medicine.” 


Report of Special Committee cn General Practice 
Prior to Specialization 

Dr. Arthur C. Scott Jr., Chairman, Texas, presented the fol- 
lowing report, which was referred to the Reference Committee 
on Medical Education and Hospitals: 

The Special Committee of the House of Delegates on Gen- 
eral Practice Prior to Specialization has pursued its studies since 
its interim report at Miami in December, 1954. 

The committee reported at Miami the results of questionnaires 
to 9,600 certified specialists, in which it was shown that over 
90° of those who had had previous experience in general prac- 
tice prior to becoming specialists and 40% of those specialists 
who had no experience in general practice prior to certification 
considered it valuable training and recommended a year or two 
of such experience prior to specialty certification for all young 
doctors. 

In the last report the committee indicated that it planned to 
conduct a depth questionnaire of a small sampling of specialists 
prior to going to the certification boards with a request that 
they make a period of general practice a requirement before 
issuing certification to specialists. For a number of reasons, 
neither has been done. In order to conduct properly a depth 
quesiionnaire of this type, it was necessary to have a reasonably 
clear-cut definition of general practice, the fundamental char- 
acteristics and components of general practice, and the outstand- 
ing features which distinguish it from other types of medical 
practice. Since no such definition and description were avail- 
able, the committee has formulated one to use as a necessary 
working tool for its further study and pursuit of the objectives 
set out by the original House resolution. In its simplest form 
and without any descriptive phrases as to its distinctive char- 
acteristics, this working definition is as follows: 

General practice of medicine is the practice of the art of medicine and 
is that kind of practice which encompasses not only known scientific 


medical data but also empirical knowledge of human sensory, emotional, 
and spiritual reactions of patients to themselves and their environment. 


Although there is widely accepted understanding of what is 
actually meant by the term, general practice, it is extremely diffi- 
cult to phrase a definition that is completely acceptable. Another 
method of framing a definition of general practice is that of 
exclusion. This has best been exemplified in the definition of 
Dr. Harvey Stone, which is: “General practice means the care 
and treatment of the sick and injured by all suitable methods 
except those requiring technique and experience of a highly 
specialized kind.” Later in this report, a fuller description of 
general practice and its distinctive characteristics will be dis- 
cussed. 

This committee has given much study to the implementation 
of the objectives set out in the original House resolutions of 
1952, namely, (1) to request the specialty boards to require ex- 
perience in general practice prior io certification, and (2) to 
create a better distribution of doctors. The more we have studied 
the subject, the more convinced we have become that it involves 
not only our whole medical educational and training system 
but the whole medical philosophical and scientific thinking of 
half a century. Therefore, the matter cannot quickly or wisely 
be resolved by two or three resolutions of this House demanding 
anything of any body. 

It might, for instance, be recommended that the American 
Medical Association demand that the Council on Medical Edu- 
cation and Hospitals provide and require that all future special- 
ists must have a period of two years’ general practice experience 
before they would be permitted to take residency training in 
any specialty, or it might be recommended that the American 
Medical Association demand that specialty boards refuse to cer- 
tify any specialist who could not give proof of one or two years 
of general practice experience. It is probable that the House 
of Delegates would pass such resolutions, particularly in view 
of the fact that an average of 63% of all certified specialists 
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themselves believe that such general practice training is valuable 
and recommend it, to say nothing of the view of general prac- 
litioners. But your committee believes that any such radical 
action at this time would be premature and unwise. It would 
create undue and unnecessary temporary hardship not only for 
young doctors but also for many hospitals, for the armed forces, 
and for our whole medical teaching and training system. 

Your committee is convinced, however, that we do need a 
reevaluation of our whole medical training program, that young 
doctors are missing many of the things they need to know to 
practice the art of medicine, that because of lack of training in 
certain fundamentals of the art of medicine the public is the 
loser along with the young doctor, and that certain changes in 
our medical training program should be made to overcome these 
deficiencies. But, whatever changes are made should be made 
in an orderly, well-planned manner. 

In order that all of us may attain a good understanding of 
the problems involved, we should first arrive at a clear-cut defini- 
tion of general practice and the characteristics that distinguish 
it from specialized practice. What is it that those of us who 
have had some experience in general practice prior to special- 
ization have acquired that has been missed by those specialists 
who have never done general practice and whose practice has 
deen limited to office and hospital practice? What in the field 
of medical knowledge has the average general practitioner 
acquired that may not have been acquired by the limited special- 
ist? What can the general practitioner do for a patient, if any- 
thing, that a well-qualified specialist whose work has always 
been limited to his specialty cannot do for a patient? After 
much deliberation and study, the committee has arrived at (1) 
a working definition of general practice, (2) the characteristics 
that distinguish general practice from specialized forms of medi- 
cal practice, and (3) the things that seem to make it worth while 
to reevaluate and rework our whole educational and medical 
training program for young doctors. 


For centuries, the practice of medicine has been considered 
an art, and rightly so; but in the past half century, the practice 
of the art of medicine has changed in large measure into the 
practice of the science of medicine with a consequent loss of 
one of the two principal components of the art of medicine. 
As the science of medicine has rapidly evolved in the past 50 
years, medical school faculties and those interested in medical 
education have placed more and more Stress on specialization 
in the science of medicine and less and less thought and effort 
have been devoted to the training of young doctors in the 
humanics of the art of medicine, that phase of it concerned 
with human understanding and the reactions of patients to their 
associates and environment. 

The metamorphosis of the practice of medicine from the art 
of medicine to the science of medicine can be vividly illustrated 
by two brief examples: (1) The fact that today, over 40% of 
all doctors in active private practice in this country are listed 
as certified specialists, to say nothing of the unlisted thousands 
who are in fact specialists but have never become certified. If 
all the latter groups could be counted, it might well be found 
that over 50% of our present-day doctors are specialists in 
one of the branches of scientific medicine. (2) Until about three 
years ago, the very great, vast majority of senior medical stu- 
dents graduating planned to go directly into specialization. This 
was as high as 98% in some schools. The publicity given to the 
general practitioners over the country in the past few years, and 
the preceptorship type of training given to medical students, 
in which they were temporarily “farmed out” with general prac- 
titioners has somewhat altered this picture in the past three or 
four years. 

If the present trend in medical education and training con- 
tinues towards sheer scientific medical practice and the pendu- 
lum is not made to swing back, the art of medicine will be a 
dead art in another SO years; doctors of medicine, like veteri- 
narians, will be treating homo sapiens as just another animal 
without soul or spirit. 

The science of any subject is a limited field, an abstract or 
factual field, expressing general laws, which are or can be 
measured or circumscribed with mathematical precision. In a 
science, emotional and spiritual human values and reactions are 
submerged or completely eliminated. The practice of the science 
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of medicine, as represented by practice of many of the special- 
ties, places emphasis primarily on only one phase of medical 
practice based on systematic and mathematical knowledge of 
the physical or material world. Consequently, it is less inclusive 
than the practice of the art of medicine. On the other hand, 
any art is an expression of three things: (1) the use of known 
scientific data and physical forms; (2) an expression of human 
sensory, emotional, or spiritual reactions, which vary in quantity 
and quality; and (3) the resultant effects which each may have 
upon the other. The art of any subject is seldom, if ever, defin- 
able by mathematical formulae. 

Using the foregoing considerations of art and science, this 
Committee believes its definition might well serve as a fair and 
good working definition of the general practice of medicine. 
For emphasis and clarification, we shall repeat it: 

General practice, as applied to the field of medical knowledge, is the 
practice of the art of medicine and is that kind of practice which encom- 
Passes not only known scientific medical data but also empirical knowl- 
edge of human sensory, emotional, and spiritual reactions of patients to 
themselves and their environment. 


The prerequisites of the practice of the art of medicine are 
twofold: (1) prescribed formal training in the various fields of 
medical science, and (2) empirical knowledge acquired largely 
by visiting patients in their homes and the consequent under- 
standing of the mental, emotional, and spiritual reactions of 
patients to their environment and the effects that such reactions 
may have on their physical defects or dysfunctions. 


The chronology of acquiring the fundamentals necessary to 
become a good general practitioner requires (1) didactic edu- 
cation and training in the branches of the science of medicine, 
and (2) the experience of such intimate association with patients 
that the physician not only understands their environmental and 
personal problems but also learns to evaluate and treat these 
problems in relation to the physical defects or dysfunctions of 
the patient, and vice versa. 


CHARACTERISTICS OF GENERAL PRACTICE 


The most outstanding characteristic of general practice is its 
all inclusiveness. It includes the knowledge and application of 
both scientific data developed in the various specialties and em- 
pirical wisdom in human relations and human understanding, 
developed by actual contact with patients in their homes. 


Although general practice implies all inclusiveness, there is 
no implication of exclusiveness as related to practitioners of the 
specialties. Certain it is that all physicians may have some de- 
gree of knowledge of patients’ reactions to their environment 
and of patients’ emotional or spiritual problems—dependent on 
the physician’s experience with the patients in their homes or 
in the office and hospital, but the physician who actually visits 
patients frequently in their homes, whether he be a general prac- 
titioner or a specialist—ipso facto—acquires a greater under- 
standing of the art of medicine and more quickly, than the 
physician whose contacts with patients are limited to the office 
and hospital. In the office or hospital, the doctor sees the patient 
in an isolated situation unrelated to the patient’s natural en- 
vironment, the home. The doctor’s office visits and hospital con- 
tacts with patients are customarily, and often necessarily, brief, 
and the doctor has little opportunity in such locales to learn 
more about the patient than the data relating to the patient's 
physical defects or dysfunctions. Furthermore, because of the 
Strange atmosphere of an office or hospital, the majority of pa- 
tients feel ill at ease, and they seldom confide as freely with 
a doctor relating to those things that concern family, economic, 
emotional, or spiritual problems as they would in their natural 
environment, the home. On the other hand, any practitioner of 
medicine, whether he be a general practitioner or a specialist, 
who actually sees the patient in his natural environment will not 
be dependent alone on what the patient tells him, but the doctor 
will actually see and experience and absorb directly a knowl- 
edge of that other half of the art of medicine which is not writ- 
ten in books and cannot be taught didactically in medical schools. 

Modern medical education is proficient in the training of men 
and women as technicians or scientists, but our medical educa- 
tional system does not afford an adequate opportunity for the 
young physician to gain experience in applying his technical, 
scientific Knowledge so that he may acquire wisdom in human 
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understanding or relations. Such experience is not teachable in 
a classroom or hospital in a didactic sense but can best be 
acquired in the handling of sick people in their natural environ- 
ment of home. 

If we agree that the art of medicine includes not only the 
knowledge and application of scientific data but that it also 
includes a knowledge and application of the reactions of pa- 
tients to their relatives, associates, and environment, and if we 
agree that the general practice of medicine is in effect the prac- 
tice of the art of medicine, and if we agree that a good under- 
standing of human relationships and reactions of patients to 
their environments is worthwhile and essential in treating pa- 
tients, then we have two principal problems which confront us: 
(1) how best to teach the young doctor this other half of the 
art of medicine; and (2) how best to modify our present system 
of medical teaching and training to provide the young doctor 
with such knowledge and integrate this training with over-all 
modern medical education. 

Your committee is convinced that the answer to the first prob- 
lem is almost self-evident and easily answered, namely, require 
the young doctor to be in a position where he must see and do 
general practice in patients’ homes, making both day and night 
calls, and require him to do this for a minimum period of at 
least one year. Your committee believes he would be better 
trained and acquire a much greater knowledge if two years 
in such practice were required. The committee believes it has 
the answer to many of the oft-voiced objections to compulsory 
general practice training for all young doctors. These include: 
(1) prolonging the training period; (2) compulsion as a matter 
of principle; (3) financial hardship for trainees; (4) specialists 
do not need such training experience; and (5) placement of 
young doctors, etc. 

The second problem is the one which has given this com- 
mittee most concern. It has many facets and involves many 
matters, and it is this that leads us to wish to avoid hasty de- 
cisions and leads us to advise a broader study of this entire 
subject before any specific recommendations are made concern- 
ing such changes. The subject involves what powers, what or- 
ganizations, what boards, councils, or committees have authority 
to design and make such changes. It involves the timing of such 
changes. It involves allowing for necessary adjustments of stu- 
dents’ finances, of medical school teaching and training pro- 
grams, of hospitals, and of the medical departments of 
governmental and armed forces services. The problem involves 
internships, as well as residencies in some 19 specialties and. 
about 25 subspecialties. It involves negotiations with 19 specialty , 
boards. The implied changes in all of these involved matters 
concerned in problem two are so potentially comprehensive and 
widespread and have so many ramifications, they will, of neces- 
sity, have to be studied and planned much more completely 
than this committee has been able to do under present conditions 
and limitations. 

However, the committee is convinced that this matter of pre- 
serving the art of medicine, which includes the humanics of 
medicine as well as its sheer scientific aspects, is so vitally im- 
portant to the whole medical profession and the public at large, 
that this committee should be preserved, revised, and enlarged 
to become more functional, and that it should be instructed and 
empowered to act as an aggressive, pivotal body in attempting 
to solve these problems. 

Consequently, the committee makes the following recom- 
mendations: 

First, that the Board of Trustees be instructed to revise the 
Committee on General Practice Prior to Specialization to be- 
come an 1l-member committee, to include 3 members of the 
Board of Trustees, 2 of the Council on Medical Education and 
Hospitals, 2 of the Council on Medical Service, and 4 members 
of the House of Delegates, 2 of whom are general practitioners, 
and none of the 11 members to be deans or full-time professors 
in medical schools or officers or directors of any specialty board; 

Second, that this committee be made responsible to the Board 
of Trustees and make periodic reports to it and this House; 

Third, that the Board of Trustees provide sufficient funds for 
travel expense, secretarial assistance, and such other funds as 
they deem necessary for the proper functioning of the com- 
mittee; 
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Fourth, that the committee be instructed to work in close 
liaison and cooperation with the Council on Medical Education 
and Hospitals and the Council on Medical Service in bringing 
about at the earliest date possible such changes as are needed 
to provide for recent graduates of medical schools to have one 
or more years’ general practice actual experience prior to the 
time they are certified by a specialty board; and 

Fifth, that the Council on Medical Education and Hospitals 
and the Council on Medical Service be requested by this House 
of Delegates to work in close cooperation with this committee 
in studying the various problems involved and in planning such 
changes as are necessary in medical teaching and postgraduate 
training to accomplish these desired changes. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. Dwight L. Wilbur, Chairman, California, presented’ the 
following report, which was adopted: 

Report of Special Committee on General Practice Prior to 
Specialization.—Your reference committee wishes to compli- 
ment the Special Committee on General Practice Prior to Spe- 
cialization for its exhaustive study. Your committee recom- 
mends that the House of Delegates accept the report and refer 
it to the Board of Trustees for its consideration, 


Report of the Judicial Council 


The Speaker referred the report of the Judicial Council as 
printed in the Handbook of the House of Delegates (see THE 
JouRNAL, May 7, 1955, page 53) to the Reference Committee on 
Miscellaneous Business. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Norman A. Welch, Chairman, Massachusetts, read the 
following report, which was adopted: 

Report of Judicial Council—Your reference committee is in 
accord with this report. 


Report of Council on Medical Education and Hospitals 


The report of the Council on Medical Education and Hospitals 
printed in the Handbook (see THE JOURNAL, May 7, 1955, pages 
53-54) was referred by the Speaker to the Reference Committee 
on Medical Education and Hospitals. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. Dwight L. Wilbur, Chairman, California, submitted the 
following report, which, after discussion, was adopted: 

Report of Council on Medical Education and Hospitals.— 
Your reference committee has reviewed the report of the Coun- 
cil on Medical Education and Hospitals, which includes a sum- 
mary of the reports previously made to the House of Delegates 
by the Ad Hoc Committee on Internships, and is in agreement 
with the Council that these conclusions and recommendations 
are eminently sound and that they should be incorporated into 
the principles and policies employed by the Council in the con- 
duct of its internship approval programs, including subsequent 
revisions of the Essentials of an Approved Internship. 

Your committee wishes specifically to reaffirm the following 
recommendations of the Ad Hoc Committee on Internships: 
(1) that a continuing study be made as to what should be the 
content of an internship, what constitutes sound clinical experi- 
ence during the internship year; (2) that the “one-fourth rule” 
be adopted: any internship program that in two successive years 
does not obtain one-fourth of its stated complement be dis- 
approved for intern training. It was pointed out to your com- 
mittee in the hearings that statistical data compiled for a period 
of two years indicated that enforcement of this rule would have 
displaced only a few interns. 


Report of Council on Medical Service 


Dr. Joseph D. McCarthy, Chairman, presented the following 
report, which was referred to the Reference Committee on 
‘Insurance and Medical Service: 
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The House of Delegates at its sessions Nov. 29-Dec. 2, 1954, 
received Resolution No. 28 on Policy of Medical Practice by 
Tax-Supported Medical Schools, introduced by Dr. J. P. Cul- 
pepper Jr. for the Mississippi delegation. This resolution was 
referred to the Reference Committee on Medical Education and 
Hospitals, which made the following report: 

Your reference committee, while reaffirming the portion of the resolution 
regarding the unalterable opposition to socialized medicine on the part of 
the American Medical Association, recommends that this resolution be 
referred, without approval or disapproval at this time, to the Council on 
Medical Service, which is currently undertaking a thorough study of the 
various aspects of this subject. 

The House approved the reference committee’s report, in 
which the matter was referred to the Council on Medical 
Service. 

During the session in Miami the Council on Medical Service 
met with representatives of the Council on Medical Education 
and Hospitals, Association of American Medical Colleges, and 
American Hospital Association to discuss the ramifications and 
possibilities of a study of the various aspects of medical practice 
on the part of full-time teachers employed by medical schools. 
As a follow-up to this meeting the chairman of the Council on 
Medical Service, with the advice of those groups concerned, 
appointed an advisory committee to assist in developing a study 
of this subject. This advisory committee met in Chicago in 
February to review the problem and discuss the most feasible 
approach to the study. At that time it was agreed that the staffs 
of the various groups concerned should prepare a questionnaire 
to be sent to the medical schools by the Liaison Committee of 
the Council on Medical Education and Hospitals and the Associ- 
ation of American Medical Colleges. The results of this question- 
naire would then be tabulated and compiled by the Council on 
Medical Service through its Committee on Medical and Related 
Facilities and, with the assistance and advice of the advisory 
committee, would prepare a report which the Council could 
consider for submission to the House of Delegates. 

The questionnaire has been completed with the guidance and 
help of numerous people interested in the problem and has been 
mailed to every medical school. In addition a questionnaire is 
to be sent to the state medical associations and county medical 
societies where medical schools are located to learn the opinions 
of physicians in private practice. Further activity in the study 
will depend on the results of these questionnaires and other data 
being collected by the Committee on Medical and Related 
Facilities. Any decisions as to personal field visits or conferences 
will also have to await the results of these first two steps. 

It is anticipated that from this study the Council will learn 
the facts concerning existing arrangements between medical 
schools and full-time faculty members in regard to private prac- 
tice and the acceptance or nonacceptance of these arrangements 
on the part of practicing physicians in areas adjacent to medical 
schools. It is further anticipated that from these facts and the 
attitudes of practicing physicians toward existing arrangements, 
some guides may be forthcoming which medical schools and 
medical societies may find helpful in developing arrangements 
that will prove to be acceptable to all concerned. 

The Council is not prepared to submit its conclusions to the 
House of Delegates at this time but expects to submit a final 
report on this subject at the meeting in Boston in 1955. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. James Z. Appel, Chairman, Pennsylvania, read the follow- 
ing report, which was adopted: 

Report of Council on Medical Service—Your reference 
committee has reviewed the report of the Council on Medical 
Service and believes that the study mentioned in the report 
should include all medical schools and therefore recommends 
that that portion of the title of the resolution be amended to 
include all medical schools. The report is entirely informative 
of work now in progress. Your committee therefore recommends 
the adoption of this report as amended. 


(To be continued) 
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MEDICAL NEWS 


ALABAMA 


Hospital Improvement Project—Members of the Decatur Junior 
Chamber of Commerce recently devoted their time and talents 
to help beautify the charity ward of Decatur General Hospital. 
The members painted each room and hall of the ward and laid 
new flooring. Early last fall the auxiliary painted the furniture 
in each room and purchased new shades. 


University News.—The Alabama Medical Center, University of 
Alabama, Birmingham, announces the promotion of Dr. Thomas 
QO. Paul to professor of ophthalmology and chairman of the 
department. Dr. Elmer L. Caveny, who retired after 25 
years’ service in the Naval Medical Corps, has been appointed 
professor and chairman of the department of psychiatry. Dr. 
Caveny has been head of the psychiatry and neurology branch 
of the Navy Department. Dr. Thomas Fite Paine Jr., for- 
merly associate professor of bacteriology and internal medicine 
at the University of Michigan Medical School, Ann Arbor, has 
been appointed professor of microbiology and chairman of the 
department. Dr. William Boyd, professor emeritus of the 
schools of medicine of both the University of Toronto and the 
University of British Columbia, was visiting professor of pathol- 
ogy for the first quarter of 1955. Dr. Howard L. Holley, 
associate professor of medicine, received a five year grant of 
$97,000 from the National Institutes of Arthritis and Metabolic 
Diseases for a study of joint fluid changes in rheumatic diseases. 
Dr. Holley is the director of the program. Part of the grant was 
used to purchase an ultracentrifuge. 


CALIFORNIA 


Cancer Educational Centers.—A new neighborhood educational 
program has been initiated by the San Francisco branch of the 
American Cancer Society, with the aim of recommending regular 
physical check-ups by the family physician and early treatment 
if cancer is detected. Films, printed material, posters, and 
exhibits, augmented by medical speakers, will be used on the 
neighborhood level, through churches, schools, PTA groups, 
service clubs, and other neighborhood associations. The first of 
the eight planned neighborhood units in cancer education is 
already functioning in the Stonestown area. The second unit 
will open soon in the Mission district. Dr. Ralph L. Byron Jr. 
is medical advisor to the Stonestown unit. 


Physicians’ Orchestra.—Organized in October, 1953, at the in- 
stigation of Dr. Reuben Straus, the Los Angeles Doctors’ 
Symphony Orchestra has increased to a membership of about 
100 members, drawn from medical groups in Santa Monica, 
Inglewood, Westchester, Compton, Pasadena, Whittier, North 
Hollywood, Sherman Oaks, Van Nuys, Los Angeles, Encino, and 
Glendale. The orchestra, which is primarily the responsibility 
of the physicians of Los Angeles, is open by invitation to the 
members of the allied professions, including dentists, veteri- 
narians, and medical technicians. Wives of physicians have also 
been welcomed by invitation. Mr. William Van Den Berg, noted 
cellist and former assistant conductor under Stokowski of the 
Philadelphia Philharmonic Orchestra, serves as conductor and 
teacher. According to The Bulletin of the Los Angeles County 
Medical Association, practically all the instruments for a full 
symphony are found among the musicians who comprise the 
orchestra. There is only one bassoonist, but a Philadelphia pedi- 
atrician who noted the formation of the symphony through an 
announcement in THE JOURNAL (Oct. 10, 1953, page 568) had 
volunteered his services as bassoonist if he could obtain a practice 
in the area. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


CONNECTICUT 


Seciety News.—Dr. C. Louis Fincke, Stamford, a past-president 
of the Stamford Medical Society, has been named chairman of 
the Council of the Connecticut State Medical Society. He suc- 
ceeds Dr. Thomas J. Danaher, Torrington, who has resigned to 
devote more time to his duties as chairman of the Professional 
Policy Committee and vice-president of Connecticut Medical 
Service. Dr. Fincke, who has served on the council as a repre- 
sentative from the Fairfield County Medica! Association since 
1952, is director of medical services and chairman of the medical 
board at Stamford Hospital, attending physician at St. Joseph 
Hospital, Stamford, consulting physician at Stamford Hall, and 
a member of the board of directors and the medical advisory 
committee, Gaylord Farm Sanatorium, Wallingford. 


National Guard Needs Medical Officers —The 43rd division, a 
unit of the Connecticut National Guard, is in need of medical 
officers for various command and staff positions. Any physician 
licensed to practice or in hospital training within Connecticut is 
eligible for commission in the Connecticut National Guard and 
National Guard of the United States, active components of the 
U. S. Army Reserve. Duties include supervision of training of 
medical soldiers and performance of professional activities within 
assigned units, Unit training periods of two hours’ duration in 
the evening are held weekly at armories in various towns within 
the state. A full day’s military pay is earned for each two hour 
training period. Full pay and allowances for 15 days are pro- 
vided for attendance at two-week summer field-training encamp- 
ments each year. Depending on age, professional experience, and 
prior military service, appointments may be made within the 
division in the ranks of first lieutenant through lieutenant colonel. 
Interested physicians are invited to address inquiries to: Division 
Surgeon, Headquarters, 43rd Division, State Armory, Hartford. 


DISTRICT OF COLUMBIA 

Memorial to Dr. Mann.—A memorial window in honor of the 
late Dr. Jesse T. Mann, who died Feb. 14, 1953, was recently 
dedicated in the new Chevy Chase Methodist Church. Bishop 
G. Bromley Oxnam was present to give the dedicatory address 
and to consecrate the 20 stained glass windows in the church 
that had been donated in the memory of members and families. 


House Officers’ Essay Contest—The Medical Society of the 
District of Columbia invites all residents and interns of hospitals 
in the District of Columbia to compete in a medical essay contest 
given under the auspices of the Medical Annals of the District 
of Columbia, the official publication of the society. Essays on 
original research projects (basic or clinical), review articles, or 
historical treatises of medical subjects may be entered. Prizes 
($100, first award; $50, second award) will be given for the best 
articles submitted in any one year unless, in the opinion of 
the editorial board, no essays of sufficient merit are submitted 
to justify an award. Honorable mention may be given other 
essays. All essays submitted and accepted for publication will 
become the sole property of the Medical Annals. Essays must 
be not less than 6 or more than 20 double-spaced, typewritten, 
letter-size pages and must be submitted not later than March 1, 
1956, to The Editor, Medical Annals of the District of Columbia, 
1718 M Street, N. W., Washington 6, D. C. 


Personal.—Dr. Francis M. Forster, dean of the Georgetown 
University School of Medicine, Washington, D. C., and Dr. 
Leo H. Bartemeier, Baltimore, clinical professor of psychiatry 
at Georgetown, participated in the recent Pan American Con- 
gress on Psychiatry and Neurology in Havana, Cuba. Dr. Barte- 
meier discussed “New Considerations of the Treatment of 
Neurosis.” Dr. Forster, who is also professor and chairman of 
neurology at Georgetown, presented the work carried on by Dr. 
Jorge Huertas and himself that resulted in the production of 
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experimental epilepsy in monkeys. Dr. Forster also lectured at 
the University Hospital of the National University of Havana 
on the diagnosis and treatment of epilepsy. Dr. Murray M. 
Copeland, professor and director of the department of oncology 
at the Georgetown University Medical Center, Washington, 
D. C., since 1947, received an honorary doctor of science degree 
from his alma mater, Oglethorpe University, Atlanta, Ga., at 
the commencement exercises June 5. He was the first alumnus 
in the university's history to be awarded an honorary degree. 


GEORGIA 

Grant to Hospital—The Emory University Hospital has been 
given a research grant of $100,000 by the John A. Hartford 
Foundation, Inc., of New York to be used over a two year period 
for research in blood diseases and burns and to assist in pro- 
viding hospital care for patients with extensive burns and such 
blood diseases as anemia, leukemia, and hemochromatosis. Dr. 
Charles M. Huguley Jr., assistant professor of medicine, will 
direct the investigations in the three blood diseases, and Dr. 
John D. Martin Jr., clinical professor of surgery, will direct 
research in treatment of thermal burns. 


Personal.—Dr. Lonnie W. Grove, Atlanta, announces his retire- 
ment from the active practice of surgery and the closing of his 
office at 610 Medical Arts Bldg., Atlanta 3.———Dr. Elberton J. 
Tiffany, Atlanta, has been named president of the Communicable 
Disease Center chapter of the Scientific Research Society of 
America, which was organized to encourage original research 
in science. Dr. William J. Cranston, clinical professor of 
medicine, and Dr. Curtis H. Carter, assistant professor of medi- 
cine, Medical College of Georgia, Augusta, were recently elected 
to membership in Alpha Omega Alpha, national honor medical 
society. 


ILLINOIS 

Hospital News.—Through the efforts of Dr. Frederick H. Falls, 
the directors of the obstetric departments of suburban Cook 
County hospitals recently met to organize a Suburban Cook 
County Maternal Welfare Committee. The following officers 
were elected: chairman, Dr. Fiske Jones, Oak Park; vice-chair- 
man, Dr. Paul E. Lawler, Chicago; and secretary-treasurer, Dr. 
William M. Hanrahan, Chicago.——A 3.5 million dollar, 174- 
bed tuberculosis hospital-sanatorium was recently dedicated at 
Hinsdale by the directors of the Suburban Cook County Tuber- 
culosis Sanitarium District. The institution, which will house 
154 tuberculosis patients in the main building and 20 con- 
valescent patients in another, will provide care for citizens of 


suburban Cook County who were formerly placed in outlying. 


sanatoriums through a contractual arrangement with the district. 
Dr. T. William Lester Jr., formerly director of the student health 
service at the University of Chicago, is chief of staff for the 
new hospital-sanatorium, and Mr. W. R. Williams is administra- 
tor. Dr. Robert W. Keeton, Chicago, is president of the district, 
and Dr. Edward A. Piszcek, Forest Park, former director of the 
Cook County Health Department, is executive director. 


Chicago 

Ceurse in El graphy.—A course in electrocardio- 
graphic interpretation for graduate physicians will be given at 
the Michael Reese Hospital by Dr. Louis N. Katz, director of 
the cardiovascular department, Medical Research Institute, and 
associates. The class will meet daily from 9 a. m. to 5 p. m., 
Aug. 22-Sept. 3. Further information and a copy of the lecture 
schedule may be obtained on application to Mrs. Ana Rose, 
Administrative Secretary, Cardiovascular Department, Medical 
Research Institute, Michael Reese Hospital, Chicago 16. 


4 At 


Institute for Language Disorders.—The Wieboldt Foundation 
of Chicago has presented a $45,000 grant to Northwestern 
University’s school of speech for the establishment of an institute 
for pediatric language disorders resulting from deafness, brain 
injury, and emotional dsturbances. Helmer R. Myklebust, 
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FEd.D., professor of audiology at Northwestern University and, 
since 1950, director of the children’s hearing and aphasia clinic 
of which the institute is an outgrowth, has been named director 
of the new institute. The institute will constitute a service for 
handicapped children as well as a laboratory and training facility 
for studies in speech pathology and audiology. Primary emphasis 
will be given to children over 2 years old who have not yet 
completed their early school years. 


MARYLAND 


Dr. Douglass Honored.—The April issue of the Bulletin of the 
School of Medicine of the University of Maryland School of 
Medicine and College of Physicians and Surgeons, Baltimore, 
is dedicated to Dr. Louis H. Douglass, who has been professor 
and head of the department of obstetrics at the school of medi- 
cine since 1938, 


University News.—Dr. Gilbert H. Mudge, associate professor 
of medicine at Columbia University College of Physicians and 
Surgeons, New York, has been appointed professor and head of 
the department of pharmacology and experimental therapeutics 
in the Johns Hopkins University School of Medicine, Baltimore, 
to succeed Dr. E. Kennerly Marshall Jr. who retired from 
active service at the end of June. With the exception of two 
years, 1919-1921, at Washington University, St. Louis, Dr. 
Marshall has been a member of the Johns Hopkins medical 
faculty continuously since 1911. 


MASSACHUSETTS 


Named First Levine Professor—Dr. C. Sidney Burwell, research 
professor of clinical medicine at the Harvard Medical School, 
Boston, since 1935, has been named as the first Samuel A. Levine 
Professor of Medicine at the medical school. The Levine pro- 
fessorship was established in November, 1954, by Mr. Charles E. 
Merrill, New York, in honor of Dr. Samuel A. Levine, clinical 
professor of medicine at Harvard Medical School and a member 
of the staff of Peter Bent Brigham Hospital, Beth Israel Hospital, 
and other medical institutions (THE JouRNAL, Feb. 26, 1955, 
page 733). 


Society News.—The Massachusetts School Physicians’ Associ- 
ation recently elected Dr. Joseph J. Caravaglio, Waltham, 
president; Dr. James H. McCann, Framingham, vice-president; 
and Dr. Sidney S. Listernick, Everett, secretary-treasurer. 
At the first meeting of the Benjamin Waterhouse Medical History 
Society, recently organized at Boston University School of 
Medicine, Dr. John J. Byrne, president, talked on Benjamin 
Waterhouse; at the second meeting, Dr. Earl H. Dearborn, 
Boston, presented a paper on “Therapeutic Agents of the 18th 
and 19th Centuries”; and at the May meeting, Dr. Lamar Soutter 
spoke on the surgical processes during the life and times of Dr. 
Waterhouse. The secretary of the society is Dr. David McL. 
Greeley, 818 Harrison Ave., Boston 18. 


MISSOURI 


University News.—St. Louis University has received from 
William McBride Love a gift of $142,500 to establish the Kath- 
leen McBride Love Kelley chair of pathology in memory of his 
mother. At the request of the donor the benefits of this professor- 
ship will be assigned to Dr. Henry Pinkerton, professor of pathol- 
ogy and director of the department, which is engaged in numer- 
ous projects, including exhaustive studies in the nature of cells 
and cancer research. 


Grant for Dermatological Study.—The Rockefeller Foundation 
recently announced a grant of $400,000 for an intensive study 
of skin diseases to be made cooperatively by the Washington 
University School of Medicine and the Barnard Free Skin and 
Cancer Hospital, both in St. Louis. The school will integrate 
the work of the new dermatological unit with that of the entire 
medical department, and the hospital will provide office and 
laboratory space for a full-time dermatological staff and wards 
for intensive study of selected patients. 
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NEW YORK 


State Medical Election.—Newly elected officers of the Medical 
Society of the State of New York include: Dr. Renato J. Azzari, 
New York, president; Dr. James Greenough, Oneonta, president- 
elect; Dr. Herbert Berger, Staten Island, vice-president; Dr. 
Walter P. Anderton, New York, secretary; Dr. Ezra A. Wolff, 
Forest Hills, assistant secretary; Dr. Maurice J. Dattelbaum, 
Brooklyn, treasurer; and Dr. Samuel Z. Freedman, New York, 
assistant treasurer. The next annual meeting of the society will 
be held at the Hotel Statler, New York, May 7-11, 1956. 


Health Regulations for Farm Labor Camps.—The New York 
State Department of Health announces new regulations to 
improve living conditions at farm labor camps throughout up- 
state New York. The regulations set up specific standards that 
must be met before any person can operate a farm labor camp. 
Each camp operator must obtain a permit each year from the 
full-time local health officer, who is responsible for ascertaining 
that the living conditions at the camp meet the standards spec- 
ified. A permit may be revoked by the health officer if he finds 
that the camp is maintained, operated, or occupied in violation 
of the law, the state sanitary code, or the sanitary code of the 
health district in which the camp is located. 


University-Hospital Affiliation ——A primary teaching affiliation 
has been effected between the State University of New York 
College of Medicine at New York City in Brooklyn and the 
Jewish Hospital of Brooklyn. As part of the agreement between 
ihe college and the hospital, the director of the hospital's medical 
service will be appointed by joint action of the hospital trustees 
and the trustees of the university, on nomination by the dean 
of the college. The director will hold a ful! professorship of 
medicine on the college faculty, and other staff members on the 
hospital’s medical service who assist in the instruction of students 
will receive academic appointments. The Jewish Hospital of 
Brooklyn (Prospect Place and Classon Avenue) has 501 beds and 
outpatient service averaging 90,000 visits a year. Plans are 
under way to expand the hospital’s facilities with a view to 
serving increased community demands in every field of medicine. 
The hospital has been informally associated with the college 
for several years for teaching elective courses to medical students 
in internal medicine, surgery, pediatrics, and orthopedics. 


New York City 

Dr. Rusk Honored.—Dr. Howard A. Rusk, director of the 
Institute of Physical Medicine and Rehabilitation at New York 
University-Bellevue Medical Center, has been awarded the gold 
medal of the ‘International Benjamin Franklin Society for his 
contribution to persons afflicted with physical disabilities and for 
training others to assist those afflicted. 


Award to Dr. Papanicolaou.—At the ninth annual M. D. 
Anderson Symposium on Fundamental Cancer Research at the 
University of Texas M. D. Anderson Hospital for Cancer Re- 
search, Houston, March 11 (THE JOURNAL, Feb. 26, 1955, page 
734), the Bertner award was presented to Dr. George N. 
Papanicolaou, professor of clinical anatomy at Cornell Univer- 
sity Medical College, for his research contributions in exfoliative 
cytology, which have found widespread usefulness in cancer 
control, including the Papanicolaou smear technique, which has 
made its most notable contributions in the early diagnosis of 
cancer of the cervix, body of the uterus, lung, and the urinary 
iract. Established in 1950, the award honors the late Dr. E. W. 
Bertner, first acting director of M. D. Anderson Hospital and 
the first president of the Texas Medical Center. The award was 
presented at a banquet in the doctors’ club, after which Dr. 


Papanicolaou gave the Bertner Lecture, “Reflections on the ~ 


Evolutionary Dynamics and Trends of Exfoliative Cytology.” 


Blood Assurance Program.—The Blood Assurance Program is 
being introduced into New York City under the sponsorship of 
the five county medical societies in cooperation with the non- 
profit Blood Banks Association, which has been organized under 
the auspices of the Medical Society of the State of New York. 
Persons who give a pint of blood are guaranteed unlimited blood 
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for one year; a family man who gives a pint of blood is guaran- 
teed four pints for each member of his family over the period 
of one year. Persons unable to give blood for physical reasons 
may have a certificate sponsored for them by a friend or relative. 
Publicity concerning the program—news, radio, and TV talks 
to organizations by a speakers’ committee of 100 physicians—is 
under way, and committees of physicians’ wives and lay persons 
are being organized. Physicians are urged to (1) give blood to 
the Assurance Program; (2) join the nonprofit Blood Banks 
Association as a member; (3) sign up for the Blood Assurance 
Program Speakers Committee; and (4) talk to patients and 
friends concerning the advantages of the Blood Assurance 
Program. 


NORTH CAROLINA 

Grant for Rehabilitation Program.—The National Foundation 
for Infantile Paralysis has made a three year grant of $97,963 
to the University of North Carolina School of Medicine, Chapel 
Hill, for the development of a comprehensive program of teach- 
ing the concept and basic techniques of total patient care and 
rehabilitation to undergraduate and graduate medical students 
and associate medical personnel. Under the grant, the university 
will develop a teaching and service program in total rehabilita- 
tion and will offer educational and consultation services to com- 
munity hospitals throughout North Carolina, strengthening re- 
habilitation services available to handicapped residents of the 
whole state. The grant will provide for employment of a medical 
director, an occupational therapist, a supervising nurse, and a 
medical social worker in the rehabilitation program. The Univer- 
sity of North Carolina is one of 12 United States medical schools 
to which the National Foundation has made such grants since 
1953. 


OHIO 


Atomic Research Center.—The Battelle Memorial Institute, 
Columbus, has announced the construction of a $1,500,000 
atomic research center 15 miles west of downtown Columbus. 
A contract has been awarded for construction of a nuclear re- 
actor that will supplement a large cobalt-60 gamma radiation 
source now being installed and reactor development and hot-cell 
laboratories planned by the institute. Primarily concerned with 
industrial research, the center will make its products available 
also for studies in medicine and other fields. 


Personal.—Dr. James P. Hughes, Cincinnati, has ioined the staff 
of Ohio State University College of Medicine, Columbus, as 
associate professor of preventive medicine. Dr. Hughes has been 
director of the Bureau of Industrial Health in Cincinnati and 
a member of the faculty at the University of Cincinnati—— 
Governor Frank J. Lausche recently named Dr. George L. 
Sackett, Shaker Heights, a member of the Ohio Public Health 
Council to fill the unexpired term of Dr. Charles G. LaRocco, 
Cleveland, who resigned several months ago. The term expires 
June 30, 1959. Dr. Sackett, the 1954-1955 president of the 
Cleveland Academy of Medicine, is on the clinical faculty of 
Western Reserve University School of Medicine, Cleveland. 


PENNSYLVANIA 


Research Fund to Aid Health.—The Medical Society of the State 
of Pennsylvania recently established an educational and scien- 
tific trust for which the society solicits funds to supervise and 
administer educational and scientific projects in the field of 
medicine. While the trust was conceived originally to assist in 
the presentation of postgraduate education and scientific in- 
vestigations in the field of public health, it is legally privileged 
to accept grants from foundations, individuals, and corporations 
that may wish to make grants for educational and scientific 
projects in any medical field. The first grant received, $80,000 
from the A. W. Mellon Educational and Charitable Trust, is 
earmarked to finance a three year project in postgraduate pro- 
fessional education in the field of public health, with special 
reference to the participation of members of the medical pro- 
fession in their local health programs. 
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Philadelphia 

Personal.—Dr. Charles L. Brown, for nfne years dean of 
Hahnemann Medical College and Hospital of Philadelphia, who 
recently accepted the deanship of the newly organized College 
of Medicine of Seton Hall University, Jersey City, N. J. (THE 
JOURNAL, May 7, 1955, page 59), received the first annual 
Achievement Award of the Hahnemann Medical College and 
Hospital at a dinner and dance in his honor given by the Hahne- 
mann Hospital Association. A bronze plaque inscribed with his 
name and signifying outstanding contributions to Hahnemann 
and the community was presented by Mr. Harry C. Barnes, 
president of the board of trustees, on behalf of the institution. 


Training Program in Neurology and Ophthalmology.—Graduate 
medical training grants of $126,000 have been awarded to the 
University of Pennsylvania Graduate School of Medicine, Phila- 
delphia, for a two year period by the National Institute of 
Neurological Diseases and Blindness, Bethesda, Md., to initiate 
a program of training teachers and investigators in neurology 
and ophthalmology. Dr. Julius H. Comroe Jr., professor of 
physiology and pharmacology, will be the program director. The 
new course, said to be the first of its kind in this country, will 
begin this fall. Prospective candidates must be certified by either 
the American Board of Neurology or the American Board of 
Ophthalmology or must be board qualified. Preference will be 
given to men who have been selected by their own medical school 
faculties for advanced training, with the understanding that after 
the academic year at the University of Pennsylvania Graduate 
School of Medicine they will return to their own departments 
to do full-time teaching and investigative work as a career. 
Probably not more than five neurologists and five ophthalmolo- 
gists will be accepted in the first year. An important part of the 
new course will be instruction in the art and technique of teach- 
ing. Attention will be paid to the use of visual aids, the proper 
design of examinations, and appropriate faculty-student relation- 
ships. Special seminars on medical writing and library utilization 
will be given. Broad training will be offered in the basic medical 
sciences, with particular emphasis on their relation to clinical 
problems. Among the new courses to be created especially tor 
this group are: (1) mathematics for physicians engaged in medical 
research; (2) statistics and the design of experiments; (3) recent 
advances in electronics, chemistry, and physics; (4) techniques 
of investigation and their critical analyses; (5) seminars on critical 
evaluation of medical literature; and (6) philosophy of research. 
Special seminars will also be given on medical administration, 
including budgeting, personnel selection, hospital administration, 
and voluntary health plans. The course, coupled with research, 
will be acceptable as credit for the degree of doctor of science 
(med.). Address inquiries to Dr. J. H. Comroe Jr., Graduate 
School of Medicine, University of Pennsylvania, Philadelphia 4. 


SOUTH DAKOTA 

Workshop in Remedial Speech.—From July 11 to 19, South 
Dakota State College, Brookings, will conduct a workshop in 
remedial speech for children who have problems and for teach- 
ers who may have pupils with speech difficulties. Parents are 
urged to attend the group meetings that will be arranged for 
many of the children during the morning sessions. Discussion 
periods are scheduled for the afternoons. College credit in either 
education or speech may be earned, up to a maximum of four 
quarter-hours for full participation in workshop activities. Those 
who qualify may earn graduate credit. The workshop may be 
included in a regular summer program or may be taken as a 
complete unit in itself. Children may be enrolled by their parents 
on the basis of a preliminary examination. There is no fee for 
either the examination or therapy. For the period of the work- 
shop, parents may live on campus with their children for a 
nominal fee. Parents are asked to attend all therapy sessions with 
which their children are concerned and are invited to attend as 
many of the discussion sessions as possible. For additional in- 
formation and to make arrangements for the examination of 
children write to: G. L. Draegert, Director, Communications 
Clinic, Speech Department, South Dakota State College, College 
‘Station, Brookings. 
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TENNESSEE 


University News.—Dr. James D. Hardy, associate professor of 
surgery at the University of Tennessee College of Medicine, 
Memphis, became professor and head of the department of 
surgery at the University of Mississippi in Jackson June 1. 
Mississippi will open a new four year medical school in Septem- 
ber. Dr. Hardy, who joined the staff of the University of Tennes- 
see in 1951 as an assistant professor, has been in charge of the 
surgical research laboratory, in addition to his teaching duties. 


TEXAS 


Award Fellowship in Cancer Education.—The Jesse H. Jones 
Fellowship in Cancer Education was recently awarded to Dr. 
Melvin L. Samuels, resident in pathology at Baylor University 
Hospital in Dallas. The fellowship, honoring Dr. Ernst W. Bert- 
ner, first acting director of University of Texas M. D. Anderson 
Hospital for Cancer Research, Houston, and first president of 
the Texas Medical Center, was established in 1950 by Houston 
Endowment, Inc., a philanthropic organization founded in 1937 
by Mr. and Mrs. Jesse H. Jones for the support of charitable, 
educational, and religious undertakings. 


Fellowship in Malignant Disease.—Establishment of the Dudley 
Jackson Fellowship in Malignant Disease at the University of 
Texas M. D. Anderson Hospital for Cancer Research, Houston, 
honoring Dr. Dudley Jackson of San Antonio, was recently 
announced by Dr. R. Lee Clark Jr., director of the hospital. 
Dr. Jackson, who has been engaged in cancer research for a 
quarter of a century, has been active in legislative matters con- 
cerning cancer research and hospitals and, with the late congress- 
man, Maury Maverick, worked on the bill that lead to the setting 
up of the National Cancer Institute. Earlier this year Dr. Jack- 
son was awarded the American Cancer Society's annual bronze 
medal for outstanding contributions to the cause of cancer 
control. 


WISCONSIN 

University News.—Executors of the estate of the late Mr. Kurtis 
R. Froedtert have announced plans to build a 3 million dollar 
medical center affiliated with the Marquette University School 
of Medicine in Milwaukee. The center will be financed from the 
multimillion dollar charitable trust left by the Milwaukee in- 
dustrialist, who died Dec. 6, 1951. The medical center, which 
will have a hospital of from 100 to 150 beds, will be staffed 
by Marquette medical school faculty members. The primary 
purpose of the center will be instruction and research, but it will 
also provide special diagnostic and treatment facilities. 


Research Unit in Sclerosis—A research unit for the study of 
amyotrophic lateral sclerosis and allied disorders has been estab- 
lished at the University of Wisconsin Medical School, Madison. 
Patients may be seen as Outpatients for immediate evaluation, 
although admission to the hospital for detailed clinical studies 
is carried out in the usual manner as for hospitalization in the 
university hospitals at Madison. Physicians are urged to refer 
for evaluation patients with either the spinal form or the bulbar 
type. Full clinical reports will be sent after examinations, and, 
with the cooperation of the referring physician, several types of 
treatment will be offered. 


Dr. Cahana Honored.—Dr. Stephen Cahana, emeritus associate 
clinical professor of medicine, Marquette University School of 
Medicine, Milwaukee, who last September announced his retire- 
ment from the state board of health after 28 years of service, 
was honored recently by Governor Walter J. Kohler, the mem- 
bers of the board of health, and the state medical society of 
Wisconsin. At a testimonial dinner in Madison, Dr. Cahana 
received a certificate of public service issued to him “in behalf 
of the people of Wisconsin who have lived in better health, 
enjoying fuller, longer lives as a consequence of his conscien- 
tious, constructive, devoted, Christian service” and signed by 
Governor Kohler and the seven other members of the board of 
health. Dr. H. Kent Tenney, Madison, immediate past-president 
of the state medical society, presented Dr. Cahana with a silver 
plaque. 
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GENERAL 

Award for Cancer Research.— The American Association for the 
Advancement of Science announces establishment of the annual 
$1,000 AAAS-Anne Frankel Rosenthal Memorial Award for 
Cancer Research. The award, supported by the Richard and 
Hinda Rosenthal Foundation, will be given for at least five 
years for outstanding research by a scientist resident in the 
United States. The first award, to be announced in December, 
1955, will be for work completed or reported to the scientific 
world sometime during 1954 to 1955. Later awards will be for 
work completed or reported subsequent to the last previous work 
that received the prize. 


Meeting of Hospital Librarians.—The hospital libraries division 
of the American Library Association will present the following 
program on “The Library in the Hospital Life of the Nation,” 
in connection with the American library annual conference, 
July 3-9, in Philadelphia: (1) “The Library in the Teaching 
Program,” in which the library in the life of a municipal hospital 
will be discussed by Dr. F. Lloyd Mussells of the Philadelphia 
General Hospital, Blockley Division, and Dr. Nathan H. Fin- 
horn, Philadelphia General Hospital, Blockley Division, and the 
library in the life of the student nurse by Miss Lydia Blaser, 
R.N., University of Pennsylvania, Hospital School of Nursing; 
(2) “The Library in the Patient Program,” in which some his- 
torical and contemporary aspects of bibliotherapy will be pre- 
sented by Walton McDaniel II, curator, historical collections, 
College of Physicians Library, Philadelphia. 


Postgraduate Medical Cruise.—AlII physicians and their friends 
are invited to attend a 12 day postgraduate medical cruise that 
will be sponsored by Duke University School of Medicine, 
Durham, N. C., to Port-Au-Prince, Haiti; Cartagena, Colombia; 
the San Blas Islands off the coast of Panama; Cristobal, Panama 
Canal Zone; and Kingston, Jamaica, aboard the transatlantic 
liner M. S. Stockholm. The cruise will sail from Wilmington, 
N. C., Nov. 23. The fare ($245, up) includes transportation, 
stateroom, meals, entertainment, and use of the ship as a hotel, 
with meals in port. The medical program constitutes 25 hours 
of formal teaching. The faculty will include Drs. Wilburt C. 
Davison, F. Bayard Carter, Barnes Woodhall, J. Lamar Calla- 
way, and William M. Nicholson, all of Durham, N. C. For fur- 
ther medical details, address Director of Postgraduate Education, 
Duke University School of Medicine, Durham, N. C. For details 
concerning the cruise, address the Allen Travel Service, Inc., 
550 Fifth Ave., New York. 


Fellowships in Multiple Sclerosis——The National Multiple 
Sclerosis Society has established a limited number of fellowships 
to encourage promising students and scholars to enter the field 
of research related to multiple sclerosis and the demyelinating 
diseases. Fellowship candidates are free to elect a training in- 
stitution and sponsor of their own choice. Postdoctoral research 
fellowships, awarded to qualified candidates holding a doctorate 
in medicine or in related fields, afford a basic stipend of $4,000 
to $5,000 per year based on the academic and professional train- 
ing of the applicant and the family dependency status involved. 
Scholarships will be awarded to qualified candidates holding a 
doctorate in medicine or in related fields who have demonstrated 
competence in biological investigation. This award will provide 
a stipend of $6,000 to $8,000 per year based on the academic 
record, professional training, and research attainments and in- 
terests of the applicant. The awards, usually made for one 
calendar year, may start any time within eight months of the 
date of notification of the award. One or two additional years 
of fellowship support may be requested; however, total tenure 
is not expected to exceed three years. In all cases additional years 
of support are dependent on the terms of the original award 
and on continued endorsement by the sponsor. Application may 
be made at any time. Awards will be announced in June and 
in December. All prospective applicants must submit their appli- 
cations and supporting documents on or before March | or 
Sept. 1. Applications may be secured by writing to Dr. Harold 
R. Wainerdi, Medical Director, National Multiple Sclerosis 
Society, 270 Park Ave., New York 17. 
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Cancer Conference.—The ninth annual Rocky Mountain Cancer 
Conference will be held July 13-14 at the Shirley-Savoy Hotel, 
Denver, under the joint sponsorship of the American Cancer 
Society, Colorado division (Dr. Vetalis V. Anderson, Del Norte, 
Colo., president) and the Colorado State Medical Society (Dr. 
Samuel P. Newman, Denver, president). There is no registration 
fee for the conference. Dr. Elmer Hess, Erie, Pa., President, 
American Medical Association, will be speaker at the banquet 
Wednesday evening at the Wolhurst Club and at 2:15 p. m. 
Wednesday will discuss “Cancer of the Prostate.” Other presenta- 
tions by guest speakers include: 

Cancer of the Breast in Pregnancy, Harry M. Nelson, Detroit. 

Cancer of the Larynx, Joel J. Pressman, Los Angeles. 

Precancerous and Cancerous Lesions of the Terminal Gut (Cineclinic 
in Color), J. Peerman Nesselrod, Evanston, Ill., and Jay M. Garner, 
Winnetka, Til. 

Cancer of the Stomach and Peptic Ulcer, William Dock, Brooklyn, 
N. Y. 

Cancer of the Mouth with Special Reference to Neck Dissection, 
Louis T. Byars, St. Louis. 

Place of Radioisotopes in Treatment of Cancer, Wendell G. Scott, 
St. Louis. 

Hormonal Influences in Breast Cancer with Special Emphasis upon 
Results Following Adrenalectomy, David A. Wood, San Francisco. 
The guest speakers will also participate in symposiums on cancer 
of the respiratory tract (Wednesday, 9:45 a. m.) and cancer of 
the pelvis (Thursday, 2:30 p. m.). Round-table luncheons will 

be held both days. 


Lzboratory Refresher Training Courses.—The Department of 
Health, Education, and Welfare, Public Health Service, an- 
ncunces the following schedule of laboratory refresher training 
courses to be given by the Communicable Disease Center, 
Laboratory Branch, Chamblee, Ga.: 
Laboratory Diagnosis of Bacterial Diseases: General Bacteriology: part 1, 
Sept. 12-23; part 2, Sept. 26-Oct. 7; Enteric Bacteriology, Oct. 17-28. 
Laboratory Diagnosis of Parasitic Diseases: part 1, Intestinal Parasites, 
Sept. 12-Oct. 7; part 2, Blood Parasites, Oct. 10-28. 
Laboratory Diagnosis of Viral and Rickettsial Diseases: Oct. 17-28; 
March 12-23. 
Laboratory Diagnosis of Rabies: Oct. 31-Nov. 4; March 26-30. 
Laboratory Methods in Medical Mycology: part 1, Cutaneous Pathogenic 
Fungi, Oct. 31-Nov. 11; part 2, Subcutaneous and Systemic Fungi, 
Nov. 14-25. 

Laboratory Diagnosis of Tuberculosis: Nov. 14-25. 

Laboratory Methods in Study of Pulmonary Mycoses: Nov. 28-Dec. 9. 
The following courses will be offered by special arrangement 
only: 

Laboratory Diagnosis of Malaria (two weeks). 

Virus Isolation and Identification Techniques (two to four weeks). 

Typing of Corynebacterium diphtheriae (one week). 

Special Problems in Enteric Bacteriology (two weeks), 

Phage Typing of Salmonella typhos (one week). 

Information and application forms should be requested from 
laboratory Training Services, Communicable Disease Center, 
U. S. Public Health Service, P. O. Box 185, Chamblee, Ga. 


Society News.—Newly elected officers of the American Oto- 
logical Society include: Dr. William J. McNally, Montreal, 
Canada, president; Dr. John R. Lindsay, Chicago, vice-president; 
Dr. Lawrence R. Boies, Minneapolis, secretary-treasurer; and 
Dr. Henry L. Williams, Rochester, Minn., editor-librarian. The 
next annual meeting will be held at the Mount Royal Hotel, 
Montreal, Canada, May 11-12, 1956. Newly elected officers 
of the American Association of Pathologists and Bacteriologists 
include: Dr. Edwin W. Schultz, Stanford, Calif., president; Dr. 
Granville A. Bennett, Chicago, vice-president; Dr. Edward A. 
Gall, Cincinnati, secretary; and Brig. Gen. Filbert DeCoursey, 
Washington, D. C., treasurer. The next scheduled meeting of 
the association will be held in Cincinnati April 26-28, 1956. 
Dr. Albert B. Sabin, Cincinnati, will serve as moderator for 
the symposium on virus diseases.——-The National Federated 
Hospital Council, Inc., recently organized in Huntington, W. Va., 
has as its purpose the promotion of a better public understanding 
of the problems and an increased interest in our hospitals. 
Memberships are divided into the following categories: physi- 
cians, administrators, nurses, suppliers, institutions, and laymen. 
The Northwest Urological Society was organized March 31 
“to improve the practice and elevate the standards of urology, 
to stimulate research along urological lines among members, to 
foster mutual friendships among members, and to disseminate 
the knowledge of the specialty among the general medical pro- 
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fession.” The first address of the society was given by Homer W. 
Smith, Sc.D., of New York University College of Medicine, 
New York, who spoke on the treatment of acute anuria. The 
following officers were elected: Dr. J. Tate Mason, Seattle, 
president; Dr. John Balfour, Vancouver, B. C., Canada, presi- 
dent-elect; and Dr. Donald F. McDonald, University of Wash- 
ington, Seattle, secretary-treasurer. Membership, which in May 
stood at 40, is open to all whose primary interest and training 
is in the field of urology. 


Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 


June 11, 1955 
— 


Total June 12, 
Paralytic Cases 
Area Type Reported Total 


Middle Atlantie States 


East North Central States 
oO 


4 7 6 

West North Central States 
South Atlantic States 
District of Columbia... 1 
Eust South Central States 
tw 3 6 5 
West South Central States 
Mountain States 
vind 1 1 1 
Pacifie States 
doko ses 2 4 5 
Territories and Possessions 
3 4 5 


CANADA 


New Pharmaceutical Plant.—A new Canadian plant, to be 
erected in Arnprior, Ontario, for the manufacture of pharma- 
ceutical products by Chas. Pfizer & Company, Inc., will be the 
first step in a long-range program for the manufacture of phar- 
maceuticals and other chemicals in Canada. The Pfizer company 
has been engaged in compounding and packaging operations in 
Montreal since early 1952. The Arnprior plant will be equipped 
for processing, subdividing, and packaging antibiotics and such 
other products as hormones, vitamins, industrial chemicals, 
animal feed supplements, and veterinary products. 


J.A.M.A,, July 2, 1955 


FOREIGN 

Israel Medical Association.—The third world assembly of the 
Israel Medical Association will convene Aug. 10-20. The pro- 
gram will include (1) “Problems of Health and Diseases in 
Israel” by Israeli lecturers and (2) lectures by guest physicians 
on topics selected by the arranging committees of each country. 
The sessions will open Wednesday in Haifa. An informal gather- 
ing in the halls and garden of Beth Harofe will precede the 
festive opening of the assembly at the Orah Cinema, where an 
address on “The Government Health Policy” will be delivered 
by the minister of health. Simultaneous lectures on problems of 
public health and problems of disease in Israel are scheduled 
for Thursday. Symposiums will be offered at the Rambam 
Government Hospital, the Rothschild Municipality Hospital, and 
the Hacarmel Worker's Sick Fund Hospital on Thursday and 
Friday. On Saturday evening there will be receptions at the vari- 
ous consulates. The Sunday session in Tel Aviv will include a 
visit to the exposition “Health in Israel,” arranged by all the 
medical institutions in Israel, a visit to the Weizman Scientific 
Institute, Rehovot, and a reception. Excursions to the environs 
of Tel Aviv and visits to various medical institutions are 
scheduled for Monday. Afternoon visits to historical sights in 
Jerusalem have been planned for Monday. In the evening there 
will be a lecture on medical research in Israel and a reception, 
given by the Ministry of Foreign Affairs. The Tuesday session 
in Jerusalem will include a visit to the Hadassah University 
Hospital and a gala dinner at the King David Hotel. 


CORRECTION 

Prednisone for Dermatoses.—In the clinical note “Prednisone 
in the Treatment of Selected Dermatoses” (158:473-475 [June 11] 
1955) under the subhead Comment, the last sentence should read 
“Prednisolone possesses the greater efficacy.” 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15, 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7, 


AMERICAN VETERINARY MEDICAL ASSOCIATION, Radisson Hotel and Audi- 
torium, Minneapolis, Aug. 15-18. Dr. J. G. Hardenbergh, 600 South 
Michigan Blvd., Chicago 5, Executive Secretary. 

NATIONAL MEDICAL ASSOCIATION, Los Angeles, Aug. 8-11. Dr. John T. 
Givens, 1108 Church St., Norfolk 10, Va., General Secretary. 

NEVADA STATE MEDICAL AssOciATION, Riverside Hotel, Reno, Aug. 18-20. 
Dr. William A. O’Brien III, 505 Chestnut St., Reno, Secretary. 

PaciFic DERMATOLOGIC AssociATION, Mexico, D. F., Mexico, Aug. 22-24. 
Dr. Ben A. Newman, 436 N. Roxbury Drive, Beverly Hills, Calif., 
Secretary. 

Post GRADUATE MEDICAL ASSEMBLY OF SOUTH Texas, The Shamrock, 
Houston, July 18-20. Dr. C. Forrest Jorns, 412 Jesse H. Jones Library 
Bidg., Houston, Secretary. 

RENO SurGicaL Society, Reno, Nev., Aug. 18-20. Dr. James R. Herz, 509 
Humboldt St., Reno, Nev., Secretary. 

Rocky MOUNTAIN CANCER CONFERENCE, Shirley-Savoy Hotel, Denver, July 
13-14. Dr. Frederick H. Brandenburg, 835 Republic Bidg., Denver 2, 
Chairman. 

Rocky Mountain RapioLoGicat Society, Shirley-Savoy Hotel, Denver, 
Aug. 18-20. Dr. John H. Freed, 4200 East 9th St., Denver 20, 
Secretary. 

SYMPOSIUM FOR GENERAL PRACTITIONERS ON TUBERCULOSIS AND OTHER 
CHRONIC PULMONARY Diseases, Satanac Lake, N. Y., July 11-15. Dr. 
Richard P. Bellaire, P. O. Box 2, Saranac Lake, N. Y., General Chair- 
man. 


West VirGIntA STATE MEDICAL ASSOCIATION, White Sulphur Springs, 
Aug. 18-20. Mr. Charles Lively, P. O. Box 1031, Charleston 24, Execu- 
tive Secretary. 


New England States 
available) available) 
V 15 
1955 
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FOREIGN AND INTERNATIONAL 


AUSTRALASIAN Mepicat Conoress, Sydney, N.S.W., Australia, Aug. 20-27, 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia 

CANADIAN SOCIETY FOR THE StuDY OF FertTiLity, Royal York Hotel, 
Toronto, Ont., Canada, Oct. 6-8. Dr. Earl R. Plunkett, 469 Waterloo St., 
London, Ont., Canada, Secretary. 

COLLEGIUM INTERNATIONALE ALLERGOLOGICUM, Symposium on Migraine and 
Vascular Allergy, Blue House, 16 Rheinsprung, Basel, Switzerland, 
July 4-8. For information address: Dr. William Kaufman, 540 Brook- 
lawn Ave., Bridgeport 4, Connecticut, U. S. A. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsyCHOLOGY, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St.. London, W.1, England, Presicent. 

CONGRESS OF INTERNATIONAL ASSOCIATION OP PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 

CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L, Jackson, 152 Harley St., London, W.1, Eng- 
land, Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary 

INTERNATIONAL ACADEMY OF LFGAL AND SociaL Mepicine, Plenary Con- 
ference, Genes, Italy, Oct. 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris. France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary General. 

INTERNATIONAL CONFERENCE OF MEDICAL LIBRARIANS AND REFERENCE 
LIBRARIANS, University Hall, Brussels. Belgium, Sept. 10. For informa- 
tion address: Miss Ch. de Looze, Librarian ©“) Oeuvre Nationale Belge 
de Defense contra la Tuberculose, 56, rue de la Concorde, Brussels, 
Be'gium. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A,, 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6, 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SocIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germary, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i.Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Buenos 
Aires, Argentina, S. A., Nov. 19-24, 1956. Dr. Max Thorek, 1516 Lake 
Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHOESOPHA- 
GOLOGY, Buenos Aires, Argentina, S. A., Oct. 28-29. Dr. Juan Carlos 
Arauz, Cangallo 4015, Buenos Aires, Argentina, S. A., Secretary General. 

INT! RNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF MEDICAL PROFESSIONAL JURISDICTION, MEDI- 
caL Eruics, AND COMPARATIVE MepicaL Law, Paris, France, Sept. 30- 
Oct. 3. Dr. J. R. DeBray, Conseil National de L’Ordre des Medécins, 
60, Boulevard Latour-Maubourg, Paris 7e, France, Secretary General. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Istanbul, 
Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, International Committee of 
Military Medicine and Pharmacy, 79 rue Saint Laurent, Liege, Belgium, 
Secretary-General. 

INTERNATIONAL CONGRESS OF NeO-HippocraTiC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Prof. P. Delore, 13 rue Jarente, Lyon, 
France, Secretary-General. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey, Maida Vaie Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PLAsTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS ON Urinary Lituiasis, Evian, France, Sept. 2-4, 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF WORLD CONFEDERATION FOR’ PHYSICAL 
THerapy, New York, New York, U. S. A., Jume 17-23, 1956. For infor- 
mation address: Miss Mildred Elson, American a Therapy Asso- 
ciation, 1790 Broadway, New York 19, New York, U. S. A. 

INTERNATIONAL GENERAL MepicaL COoNnGREss, University Rosario Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL MEepDicaL CONGRESS, Verona, Italy, Sept. 1-4. For informa. 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 
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INTERNATIONAL OFFICE OF DOCUMENTATION OP MILITARY MEDICINE, Istan- 
bul, Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, 79 rue Saint Laurem, 
Liege, Belgium, Secretary-General. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden. 

INIERNATIONAL VITAMIN E ConGress, Cini Foundation, Island of San 
Giorgio Maggiore, Venice, Italy, Sept. 5-8. Prof. Emilio Raverdino, 
via Pietro Verri 4, Milano, Italy, Secretary. 

IRISH MEDICAL AssociaTION, Trinity College, Dublin, Ireland, July 4-8. 
Dr. P. J. Delaney, 10 Fitzwilliam Place, Dublin, Ireland, Secretary. 
NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 

Secretary. 

PAN AMERICAN CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Men- 
doza City, Argentina, S. A., Oct. 22-26. For information address: 
Secretary, Caseros Av, 2154, Buenos Aires, Argentina, S. A. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 

PAN AMERICAN CONGRESS ON RHEUMATIC Diseases, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 

Pan AMERICAN MepicaL SociAt CONVENTION, Bogota, Colombia, S. A., 
Oct. 15-22. Dr. Leopoldo E. Araujo, Avenida de los Presidentes Num. 
506, Apartado 2589, La Habana, Cuba, Secretary. 

VENEZUELAN CONGRESS OF MeDicaAL Sctences, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

WoRLD CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

WorLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, S. Andrea della Dame, 
19, Naples, Italy. 

CoNnGress OF JewisH Puysicians, Haifa, Tel-Aviv, Jerusalem, 
Israel, Aug. 10-17. Dr. Z. Avigdori, P.O.B. 1342, Jerusalem, Israel, 


WoORLD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. For 
information write: Miss E. M. Thornton, 19 Manchester St., London, 
W.1, England. 

MEDiIcaL Association, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ARIZONA:* Examination. Phoenix, July 13-15. Reciprocity. Phoenix, July 
16. Sec., Dr. M. R. Richter, 2910 N. 7th Ave., Phoenix. 

CALIFORNIA: Written. Los Angeles, Aug. 22-25; and Sacramento, Oct. 17-20. 
Oral and Clinical Examinations for Foreign Medical School Graduates. 
Los Angeles, Aug. 21; and San Francisco, Nov. 13. Oral Examination for 
Reciprocity Applications. Los Angeles, Aug. 20; and San Francisco, 
Nov. 12. Sec., Dr. Louis E. Jones, Room 536, 1020 N St., Sacramento. 

CoLorapDo:* Reciprocity. Denver, July 12. Final date for filing application 
was June 13. Exec. Sec., Miss Beulah H. Hudgens, 831 Republic Bldg., 
Denver 2. 

CONNECTICUT:* Regular. Hartford, July 12-14. Sec., Dr. Creighton Barker, 
160 St. Ronan St., New Haven. Homeopathic. Derby, July 12-13. Sec., 
Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

De_aware: Examination. Dover, July 12-14. Endorsement. Dover, July 21. 
Final date for filing applications is June 15. Sec., Dr. Joseph S., 
McDaniel, Dover. 

IpAHO: Examination and Reciprocity. a July 11-13. Ex. Sec., Mr. 
Armand L. Bird, 364 Sonna Bidg., Boi 

Maine: Examination and Reciprocity. poem July 12-13. Sec., Dr. Adam 
P. Leighton, 192 State St., Portland. 

MASSACHUSETTS: Examination. Boston, July 12-15. Sec., Dr. Robert C, 
Cochrane, Room 37, State House, Boston. 

Montana: Examination and Reciprocity. Helena, Oct. 4-5. Sec., Dr. 
Sidney A. Cooney, 7 West 6th Ave., Helena. 

NevapDa:* Examination and Reciprocity. Reno, July 5. Sec., Dr. G. H. 
Ross, 112 N. Curry St., Carson City. 

New HampsuHire: Examination and Reciprocity. Concord, Sept. 14. Sec., 
Dr. John S. Wheeler, 107 State House, Concord. 

New Mexico:* Examination and Reciprocity. Santa Fe, Nov. 21-22. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

NortTH Carona: Reciprocity. Blowing Rock, July 29. Sec., Dr. Joseph J. 
Combs, 716 Professional Building, Raleigh. 

NortH Dakota: Examination. Grand Forks, July 6-8. Reciprocity. Grand 
Forks, July 9. Sec., Dr. C. J. Glaspel, Grafton. 

OrEGON:* Examination and Reciprocity. Portland, July 7-9, Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 

Ruope Istanp:* Examination. Providence, July 7-8. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 
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SoutH Dakota:* Examination and Reciprocity. Rapid City, July 19-20. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank Bldg., Sioux 
Falls. 

Utan: Examination. Salt Lake City, July 6-8. Director of Registration, 
Mr. Frank E. Lees, 324 State Capitol Bldg., Salt Lake City. 

WASHINGTON:* Examination and Reciprocity. Seattle, July 10-13. Sec., 
Mr. Edward C. Dohm, Capitol Bldg., Olympia. 

West VirRGINIA: Examination and Reciprocity. Charleston, July 11-12. 
Sec., Dr. N. H. Dyer, State Office Bldg., No. 5, Charleston. 

WISCONSIN:* Examination and Endorsement. Milwaukee, July 12-14. Sec., 
Dr. Thomas W. Tormey, 1140 State Office Bldg., Madison 2. 

ALASKA:* On application, Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

GuaM: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. John E. Kennedy, Agana. 
Hawau: Examination. Honolulu, July 13-14. Sec., Dr. 1. L. Tilden, 1020 

Kapiolani St., Honolulu. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

CoLtorapo: Examination. te Sept. 14-15. Sec., Dr. Esiher B. Starks, 
1459 Ogden St., Denver 18. 

lowa: Examination. Des Sl July 12. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 

MIcHIGAN: Examination and Endorsement. Detroit and Ann Arbor, Oct. 
14-15. Sec., Mrs. Anne Baker, 410 W. Michigan Ave., Lansing 15. 

NevADA: Examination. Reno, July 5. Sec., Dr. Donald G. Cooney, Box 
9005, University Station, Reno. 

New Mexico: Examination. Santa Fe, July 17. Sec., Mrs. Marguerite 
Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, August 26-27. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OrEGON: Examination, Portland, Sept. 10 and Dec. 3. Sec., Mr. Charles D. 
Byrne, State Board of Higher Education, Eugene. 

TENNESSEE: Examination. Memphis, July 6-7. Sec., Dr. O. W. Hyman, 
874 Umon Ave., Memphis. 

Texas: Examination. Various cities to be determined by number of appli- 
cants from the various areas, October. Sec., Brother Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

WASHINGTON: Examination. Seattle, July 6-7. Sec., Mr. Edward C. Dohm, 
Capitol Bldg., Olympia. 

WISCONSIN: Examination. Madison, Sept. 23; Milwaukee, Dec. 3. Sec., 
Mr. William H. Barger, 621 Ransom St., Ripon. 

ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Basic Science Certificate required. 
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The following list of curreni medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Monday, July 4 
NBC-TV, 9 p. m., EDT. “Medic” presents “Laughter Is 
a Boy.” 


MAGAZINES 
Life, June 20, 1955 


“Science Moves in on Viruses,” by Robert Coughlan 
The author says that discovery of the Salk vaccine fore- 
casts victory over “man’s last intractable enemies in the 
world of germs, the viruses.” After reviewing the Salk 


vaccine story, Mr. Coughlan discusses other viruses being 
cultivated by the Enders tissue culture method. He says: 
“It now seems almost certain that measles virus has been 
captured.” Science is working now on isolation of virus 
for chickenpox, shingles, and what are known as “APC 
viruses” (various related respiratory diseases). 


J.A.M.A,, July 2, 1955 


Parade, June 26, 1955 


“How Doctors Are Saving the Babies Who Might Have Died,” 
by Robert P. Goldman and Sid Ross 


“Too often infants die almost before their lives begin be- 
cause of neglect in inefficiently run hospital maternity 
sections.” The authors sum up professional comments that 
reflect this view, then report on the “Chicago plan” that 
“imposes tough but necessary standards for hospital mater- 
nity divisions. These include: immediate constant care for 
premature babies; assurance that complicated deliveries will 
be carried out by qualified doctors; prompt response by 
attending physicians when summoned to the hospital; ade- 
quate nurse service, 24 hours a day; complete records, 
available at all times; trained anesthesiologist available at 
all times: trained personnel in the delivery room, skilled in 
proper resuscitation.” 


Family Weekly Magazine, June 26, 1955 


“Polio 1955: What the Salk Vaccine Means to You!” by Dr. 
Hart E. Van Riper 


Dr. Van Riper reviews the value of the Salk vaccine and 
tells of how the National Foundation for Infantile Paralysis 
funds will be used to improve existing vaccine: discover 
other treatment methods; find a simple, accurate, and rapid 
diagnostic test; and aid those elready stricken with the 
disease. 


Better Homes and Gardens, July, 1955 

“They're Putting More Blame on Allergies.” by Lawrence 

Galton 
“Reports from doctors on so-called bizarre forms of allergy 
are crowding medical literature.” The article is a summary 
of opinions on symptoms and diseases that may be caused 
or aggravated by allergy and a report on current treatment 
now being used successfully by physicians. 


Seventeen, July, 1955 
“What Makes a Tan?” 


Advice to teen agers on sun tanning—including tips on 
proper exposure, cosmetic aids to tanning, and first aid if 
the skin is burned. 


Parents’ Magazine, July, 1955 
‘Protect Your Baby from Hot-Weather Diarrhea,” by Charles 
A. Tompkins, M.D., and Fletcher D. Slater. 
Warnings to mothers on the two most common causes of 
infant diarrhea in summer: contaminated food and fever 
brought on by hot weather that decreases the amount of 
hydrochloric acid in the stomach. 


“Should an Expectant Mother Travel?” by Vera G. Kinsler 


“Modern medical scientists definitely approve of jaunts for 
mothers-to-be. But they also stress the use of common 
sense during travel at this time” (i. e., see your doctor before 
you leave; avoid fatigue; stick to your diet). Most of the 
material in this article is based on reports from doctors who 
examine servicemen’s wives. 


“Jungle Childbirth and Motherhood,” by Dr. Grantly Dick 
Read 


“A personal account of a remarkable journey through the 
heart of Africa by Dr. Grantly Dick Read. Internationally 
famous for his advocacy and techniques of natural child- 
birth, this trip made it possible for him to study primitive 
birth practices among little-known tribes.” 
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DEATHS 


MackKee, George Miller * Stamford, Conn.; born in Jersey City 


Sept. 19, 1878: University and Bellevue Hospital Medical 
CoHege, New York City, 1900; professor emeritus of dermatol- 
ogy and syphilology at the Post-Graduate Medical School of the 
New York University-Bellevue Medical Center; formerly on 
the faculty of his alma mater and the Columbia University 
College of Physicians and Surgeons in New York; chairman, 
Section on Dermatology and Syphilology, American Medical 
Association, 1931-1932, and member of its Council on Physical 
Therapy, now known as the Council on Physical Medicine and 
Rehabilitation, from the time it was organized in 1925 until his 
resignation in 1936: served as chairman of the Committee on 
Nomenclature and Definition and as a member of the commit- 
tees on radiation and on scientific research; largely through his 
efforts physical therapy nomenclature was revised, defined, and 
stabilized; as an outstanding dermatologist he had first-hand 
knowledge concerning the value of physical agents in this field, 
thus making him a consultant of great value when the Council 
was considering physical therapy measures in other fields of 
medicine; contributed three articles for the Council, which were 
included in the “Handbook of Physical Therapy”: past-president 
of the Society of Investigative Dermatology, of which he was an 
honorary member, Association of Dermatosyphilologists of 
Greater New York, American Academy of Dermatology and 
Syphilology, American Dermatological Association, and the 
Manhattan Dermatological Society; member of the American 
Roentgen Ray Society and the American College of Radiology; 
specialist certified by the American Board of Dermatology and 
Syphilology; joint author with Dr. Anthony C. Cipollaro of three 
textbooks entitled “X-Ray and Radium in the Treatment of 
Diseases of the Skin,” “Cutaneous Cancer and Pre-Cancer,” and 
“Skin Diseases in Children”; consultant at St. Luke’s and St. 
Vincent’s hospitals in New York City, St. Joseph Hospital, and 
Stamford Hospital, where he died May 8, aged 76, of uremia 
due to chronic pyelonephritis. 


Sykes, Lawrence G., New York City; born in Pewaukee, Wis., 
Sept. 8, 1887; College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Hlinois, 1910; member 
of the Army Heart and Lung Board at Camp Arthur, Waco, 
Texas, 1917-1918, when he became chairman of the Army Heart 
Board at Camp Grant, Rockford, IH.; in 1920 conducted first 
traveling tuberculosis clinic for Wisconsin Anti-Tuberculosis 
Association, and was tuberculosis consultant from 1920 to 1924; 
assistant medical director of the Northwestern Mutual Life 
Insurance Company from 1912 to 1924 and medical referee; 
medical director of the Connecticut General Life Insurance 
Company from 1924 to 1932; medical director of the Life 
Extension Institute from 1932 to 1937; accident and health 
medical consultant for the U. S. Life Insurance Company of 
New York City, Bankers Life Insurance Company of Des 
Moines, John Hancock Mutual Life Insurance Company, and 
the Phoenix Mutual Life Insurance Company of Hartford, Conn.; 
from 1920 to 1924 secretary of the Academy of Medicine of 
Milwaukee; chairman, Hartford Medical Directors Association 
from 1929 to 1932; chairman of the medical section, American 
Life Convention, 1931-1932; first and second vice-president, 
Association of Life Insurance Medical Directors of America 
from 1930 to 1932; died in his home in Bronxville, N. Y., May 9, 
aged 67, of coronary thrombosis. 


Weiss, Emil # Chicago; born in Sisak, Jugoslavia, Feb. 26, 1893; 
Universita Karlova Fakulta Lekarska Praha, Czechoslovakia, 
1919; instructor in bacteriology and pathology from 1922 to 
1924 at Loyola University School of Medicine, where he was 
assistant professor of bacteriology and pathology from 1924 to 
1928 and associate professor from 1928 to 1931, when he be- 
came full professor, serving until 1933; formerly associate in 
bacteriology and public health, department of pathology, bacteri- 


®@ Indicates Member of the American Medical Association, 


ology and publie health, University of Illinois College of Medi- 
cine, and instructor in medicine at Northwestern University 
Medical School; fellow of the American College of Physicians 
and the American Public Health Association; member of the 
American Association of Pathologists and Bacteriologists, Ameri- 
can Society for Experimental Pathology, American Association 
of Immunologists, American Association for the Advancement 
of Science, and others: special consultant for the U. S. Public 
Health Service from 1934 to 1943; at one time on the staff of 
the Sacred Heart Hospital in Tomahawk, Wis.; served on the 
staffs of St. Anne’s Hospital, Holy Cross Hospital, Martha 
Washington Hospital, and Chicago Eye, Ear, Nose and Throat 
Hospital; died in Arlington Heights, Ill., June 2, aged 62, of 
hypertensive heart disease. 


Hunt, Charles Everett ® Eugene, Ore.; born in Jamestown, N. D., 
Aug. 10, 1887; Northwestern University Medical School, 
Chicago, 1913; interned at the Minneapolis General Hospital, 
1913-1914; specialist certified by the American Board of 
Obstetrics and Gynecology; past-president of the Oregon State 
Medical Society, Lane County Medical Saciety, Portland Society 
of Obstetricians and Gynecologists, and of the Central Wil- 
lamette Valley Medical Society; fellow of the American College 
of Surgeons; member of the Pacific Northwest Obstetrical and 
Gynecological Society; member and at one time president of the 
state board of health; on the staff of the Sacred Heart Hospital; 
senior member of the Women’s and Children’s Clinic; died May 
2, aged 67, of acute allergic bronchitis and acute pulmonary 
edema. 


McLaurin, John Gano ® Dallas, Texas: born in Dallas Dec. 8, 
1891; Medical Department of Tulane University of Louisiana, 
New Orleans, 1914; specialist certified by the American Board 
of Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology, American Laryngological 
Association, and the American Laryngological, Rhinological and 
Otological Society; fellow of the American College of Surgeons; 
served during World War I; at one time on the faculty of Baylor 
University College of Medicine; from 1919 to 1925 member 
of the city board of health: for many years on the staffs of the 
Baylor and St. Paul’s hospitals; formerly member of the execu- 
tive staff and chairman of the laboratory committee of the 
Medical Arts Hospital; died May 2, aged 63, of a heart attack. 


Galloway, John D. Brown # Minneapolis; born in Lewistown, 
Pa., Oct. 1, 1907; Temple University School of Medicine, Phila- 
delphia, 1934; specialist certified by the American Board of 
Orthopaedic Surgery; member of the American Academy of 
Orthopaedic Surgeons; fellow of the American College of Sur- 
geons; clinical assistant in orthopedic surgery at the University 
of Minnesota Medical School; served during World War I; chief 
surgeon at Shriners Hospital for Crippled Children; attending 
orthopedic surgeon at the Jones-Harrison Home, Ebenezer 
Home, and Minneapolis General Hospital; member of the staffs 
at Lutheran Deaconess Hospital and the Swedish Hospital, where 
he died May 4, aged 47, of acute right cerebral edema and 
thrombosis. 


Bowen, Carl Benson ® Oakland, Calif.; born Nov. 8, 1898; 
University of Western Ontario Faculty of Medicine, London, 
Ontario, Canada, 1922; specialist certified by the American 
Board of Radiology; member of the American Roentgen Rav 
Society, Pacific Roentgen Ray Society, Radiological Society of 
North America, and the American College of Radiology; served 
on the staffs of the University of California Hospital in San 
Francisco and the Highland Hospital in Oakland; later became 
chief of the x-ray departments of Richmond (Calif.) Hospital 
and the Brookside Hospital in San Pablo; died near St. Helena 
April 16, aged 56, of myocardial infarction due to coronary 
occlusion. 


Adams, Paul Risley # Akron, Ohio; Jefferson Medical College 
of Philadelphia, 1921; on the staffs of St. Thomas and City hos- 
pitals; died May 14, aged 58, of coronary occlusion. 
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Adler, Joseph ® Bayonne, N. J.; Bellevue Hospital Medical 
College, New York, 1898; served on the staff of the Greenville 
Hospital in Jersey City; died in Bayonne (N. J.) Hospital May 
13, aged 78, of coronary thrombosis. 


Allen, Lowell Edward, Des Moines, Iowa; State University of 
Iowa College of Medicine, lowa City, 1897; died April 21, aged 
87, of cerebral hemorrhage. 


Allison, Minnie L., Long Beach, Calif.; Northwestern University 
Woman's Medical School, Chicago, 1891; died in Los Angeles 
May 11, aged 95, 


Backer, Meyer ® Chicago; University of Illinois College of 
Medicine, Chicago, 1937; specialist certified by the American 
Board of Ophthalmology; member of the American Academy of 
Ophthalmology and Otolaryngology; associated with the Veter- 
ans Administration; died in Fernwood, Miss., May 13, aged 45, 
of accidental drowning while swimming in a hotel pool. 


Calhoun, Walter Henry III ® Tulsa, Okla.; University of Vir- 
ginia Department of Medicine, Charlottesville, 1925; interned 
at the University Hospital in Oklahoma City and St. Luke’s 
Hospital in Chicago; died in Rochester, Minn., May 10, aged 
57, of thrombocytopenic purpura. 


Carpenter, Paul Tracy, Cortland, N. Y.; Baltimore Medical 
College, 1894; formerly on the staff of the Cortland Memorial 
Hospital, where he died April 13, aged 85, of acute pyelo- 
nephritis. 


Cheatham, Goode Rutledge © Endicott, N. Y.; University and 
Bellevue Hospital Medical College, New York City, 1927; 
specialist certified by the American Board of Obstetrics and 
Gynecology; served during World Wars I and II; past-president 
and director of the Endicott Rotary Club; associated with Ideal 
Hospital in Endicott and the Charles S. Wilson Memorial 
Hospital in Johnson City, where he died May 12, aged 54. 


Compton, Alfred Fillmore ® Warren, Ohio; University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1916: member of the Ohio State Medical Association; 
served during World War I; on the staff of the Trumbull 
Memorial Hospital; died in Hollywood, Fla., May 6, aged 63, 
of coronary thrombosis, arteriosclerosis, and diabetes mellitus. 


Conan, Neal Joseph © Syracuse, N. Y.; Columbia University 
College of Physicians and Surgeons, New York City, 1916; 
formerly assistant professor of medicine at Syracuse University 
College of Medicine; member of the Syracuse Academy of 
Medicine; served during World War I; on the staff of St. Joseph’s 
Hospital, where he died May 6, aged 67, of coronary thrombosis. 


Cocdley, Oscar ® Los Angeles; College of Physicians and Sur- 
geons Medical Department of the University of Southern 
California, Los Angeles, 1917; an associate member of the 
American Medical Association; served during World War I; 
medical director of Duarte Tuberculosis Sanitarium, 1919-1920; 
died May 13, aged 60, of coronary occlusion. 


Cott, Delzon Nusbaum ® Miami, Fla.; University of Buffalo 
School of Medicine, 1918; served during World War I; served 
with the Veterans Administration in various cities; died in the 
Veterans Administration Hospital, Coral Gables, May 5, aged 
62, of cerebral hemorrhage and cerebral arteriosclerosis. 


Curry, Hugh Kimbriel ® Eupora, Miss.; University of Tennessee 
College of Medicine, Memphis, 1934; served during World War 
II; died in New Orleans May 19, aged 43. 


Cyrene, Charles Edward, Kansas City, Mo.; University Medical 
College of Kansas City, 1899; died in the General Hospital 
May 9, aged 83, of bronchopneumonia and cerebral hemor- 
rhage. 


Daniels, William Henry ® Atlanta, Ga.; University of Maryland 
School of Medicine, Baltimore, 1907; served on the staff of the 
Veterans Administration Hospital; died in the Veterans Ad- 
ministration Hospital in Dublin April 24, aged 70, of lobar 
pneumonia and heart disease. 


Donovan, William P., Rantoul, Ill.; St. Louis College of Physi- 
cians and Surgeons, 1903; died in Urbana May 6, aged 74. 
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Downing, Milton L. © Rockford, Ohio; Hospital College of 
Medicine, Louisville, Ky., 1898; for 18 years chairman of the 
county health commission; for many years associated with the 
District Tuberculosis Hospital in Lima; president of the Rock- 
ford National Bank; died May 5, aged 86, of a heart attack. 


Dyer, James Hubert, Wartrace, Tenn.; Vanderbilt University 
School of Medicine, Nashville, 1900; served during World War I; 
for many years associated with Veterans Administration hospitals 
in Florida and Oklahoma; died in Nashville April 4, aged 79, 
of coronary thrombosis. 


Evans, Ezra Levi Sr. ® Springfield, Mo.; Marion-Sims College 
of Medicine, St. Louis, 1895; died in the Mercy Infirmary May 
12, aged 88, of myocardial failure and arteriosclerosis. 


Gist, Robert Dennis ® Amarillo, Texas; University of Texas 
School of Medicine, Galveston, 1906; fellow of the American 
College of Surgeons; served in France during World War I; staff 
member of St. Anthony's Hospital, where he was a member of 
the executive board since 1920; died March 22, aged 73, of 
regional ileitis and myocardial failure. 


Hocker, John Wesley ® Chattanooga, Tenn.; Vanderbilt Univer- 
sity School of Medicine, Nashville, 1931; served on the staffs 
of the Children’s, Erlanger, and Memorial hospitals; head of 
the Hocker Clinic for Children; died April 29, aged 51, of 
coronary occlusion. 


Hoye, Matthew John Lucas ® Meridian, Miss.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1911; 
member of the American Psychiatric Association; first president 
of the East Mississippi State Medical Society; county health 
officer of Lauderdale County from 1912 to 1917; superintendent 
of the East Mississippi State Hospital from 1918 to 1934; 
founder of the Hoye Sanitarium, now the Johnson Sanatorium; 
died May 8, aged 68, of coronary thrombosis. 


Ingram, Herbert Duncan, Bradenton Beach, Fla.; University of 
Pittsburgh School of Medicine, 1927; died March 28, aged 52. 


Kaspar, Joseph Francis, Prague, Neb.; University and Bellevue 
Hospital Medical College, New York City, 1900; for 30 years 
served on the high school board of education; died in the 
Immanuel Hospital, Omaha, March 28, aged 78, of cirrhosis of 
the liver and arteriosclerotic heart disease. 


Keay, Harry Chester ® Sterling, Mass.; Dartmouth Medical 
School, Hanover, N. H., 1896; for many years member of the 
staff of Clinton (Mass.) Hospital; since 1919 medical examiner 
for the schools in Sterling; died April 24, aged 81. 


Kilduff, Raymond ® Oroville, Calif.; Washington University 
School of Medicine, St. Louis, 1927; past-president of the Butte- 
Glenn County Medical Society; served during World War 1]; 
on the staffs of the Enloe Hospital in Chico and the Butte 
County Hospital; died May 8, aged 56, of hypertension. 


Kohn, Mitchell Jr. ® Albany, N. Y.; Cornell University Medical 
College, New York, 1945; specialist certified by the American 
Board of Radiology; served during World War II and at the 
start of the Korean War; assistant chief of the department of 
radiology at the Veterans Administration Hospital; died May 3, 
aged 35, of accidental asphyxiation from carbon monoxide 
poisoning. 

Koster, Koert ® Detroit; University of Michigan Medical School, 
Ann Arbor, 1937; member of the American Trudeau Society; 
interned at the West Suburban Hospital in Oak Park, Ill.; director 
of the tuberculosis clinic for the city department of health; on the 
staff of the Herman Kiefer Hospital, where he died while on duty 
May 13, aged 46, of coronary artery disease with occlusion. 


Lawson, Theodore Carey ® Oakland, Calif.; Harvard Medical 
School, Boston, 1923; specialist eertified by the American Board 
of Surgery; certified by the National Board of Medical Ex- 
aminers; fellow of the American College of Surgeons; past- 
president of the Alameda County Medical Association; on the 
staffs of the Highland-Alameda County and Providence hospitals 
and the Peralta Hospital, where he died May 13, aged 59, of 
infarction of the left lung. 


Leggett, Jesse Arthur, Menard, Texas; Memphis (Tenn.) Hospital 
Medical College, 1911; city and county health officer; surgeon 
for the Frisco Railroad before his retirement; died Feb. 20, aged 
76, of coronary occlusion, 
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Lenz, Joseph Alvin ® Chicago; Rush Medical College, Chicago, 
1900; formerly on the staff of the Norwegian American Hos- 
pital; died in the Alexian Brothers Sanitarium in Oshkosh, Wis., 
May 21, aged 76, of arteriosclerotic heart disease. 


Lucking, Bernard Anthony ® Helena, Mont.; University of 
Minnesota Medical School, Minneapolis, 1942; city and county 
health officer; served in the Aleutian Islands during World War 
II; died in the Veterans Administration Hospital, Salt Lake City, 
May 4, aged 40, of bronchial pneumonia and anemia. 


Mount, Winnie K. ® Oil City, Pa.; Woman's Medical College 
of Pennsylvania, Philadelphia, 1905; an associate member of 
the American Medical Association; on the staff of the Oil City 
Hospital; died May 3, aged 78, of myocarditis. 


Murphy, James Henry, Gooding, Idaho; Chattanooga (Tenn.) 
Medical College, 1903; formerly practiced in Twin Falls, where 
he was county physician, associated with the Twin Falls County 
Hospital, and a physician for the Amalgamated Sugar Company 
and the Union Pacific Railroad; died May 13, aged 76. 


Nichols, William, Philadelphia; University of Pennsylvania 
Department of Medicine, Philadelphia, 1900; served overseas 
during World War I; died in the Graduate Hospital of the 
University of Pennsylvania March 15, aged 77, of ventricular 
fibrillation and myocardial infarction. 


O’Brion, Dennis Joseph, Portland, Maine; Medical School of 
Maine, Portland, 1897; also a pharmacist; died in the Maine 
General Hospital May 20, aged 85, of cardiac failure and arterio- 
sclerotic heart disease. 


Orr, William Lawrence, Fulton, Miss.; Louisville (Ky.) and 
Hospital Medical College, 1908; died May 2, aged 70. 


Penniman, William Lloyd, Kirkwood, Mo.; Barnes Medical 
College, St. Louis, 1897; died in Jewish Hospital, St. Louis, 
April 26, aged 88. 


Peterson, Anders, Los Angeles; College of Physicians and Sur- 
geons, Los Angeles, 1909; fellow of the American College of 
Surgeons; at one time on the staff of the Mayo Clinic in Roches- 
ter, Minn.; served during World War I; on the staffs of the Los 
Angeles County General Hospital and Clara Barton Memorial 
Hospital; died May 18, aged 74. 


Pollack, Jacob Bernard ® Smithton, Pa.; University of Pitts- 
burgh School of Medicine, 1931; on the staff of the Frick 
Memorial Hospital in Mount Pleasant; director of bank; died 
March 8, aged 47, of cerebral hemorrhage. 


Ragsdale, Milton Clay, Bessemer, Ala.; University of Nashville 
(Tenn.) Medical Department, 1904; member of the Medical 
Association of the State of Alabama; on the staff of the Bessemer 
General Hospital; for many years city physician; died May 6, 
aged 74, of bronchiolar carcinema. 


Stephens, Joseph Hafford, Mississippi City, Miss.; Birmingham 
Medical College, 1915; died in New Orleans March 24, aged 69. 


Stevenson, Frank Hastings ® Chicago; Rush Medical College, 
Chicago, 1904; died in the South Chicago Community Hospital 
April 16, aged 79, of adenocarcinoma of the prostate. 


Stomberg, Dwight William ® Oakland, Calif.; Jefferson Medical 
College of Philadelphia, 1926; died May 1, aged 52, of pulmo- 
nary edema. 


Strader, Hutton Blackman @ Ronceverte, W. Va.; Georgetown 
University School of Medicine, Washington, D. C., 1943; in- 
terned at the Queens General Hospital in Jamaica, N. Y.; past- 
president of the Greenbrier Valley Medical Society; served dur- 
ing World War II; on the staff of the Greenbrier Valley Hos- 
pital; died April 8, aged 45, of acute myocardial infarction. 


Sudrann, Abram Henry ® New York City; Long Island College 
Hospital, Brooklyn, 1906; died in St. Barnabas Hospital March 
10, aged 70, of cerebral hemorrhage. 


Taylor, Austin Cornelius, Spokane, Wash.; Washington Univer- 
sity School of Medicine, St. Louis, 1930; interned at St. Louis 
City Hospital; served a residency at St. Louis Children’s Hos- 
pital; member of the Washington State Medical Association; a 
member of the staffs of Sacred Heart, St. Luke’s, and Deaconess 
hospitals; died May 11, aged 50, of multiple myeloma. 
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Teeple, Francis Martin, Bowling Green, Ohio; Medical College 
of Virginia, Richmond, 1928; interned at the Montgomery 
Hospital in Norristown, Pa.; health commissioner of Wood 
County; served as health commissioner and coroner of Sandusky 
County; member of the Ohio State Medical Association; died in 
the S. M. Heller Memorial Hospital in Napoleon April 19, 
aged 54, of coronary occlusion. 


Toland, William Henry ® Nashville, Ark.; University of Nash- 
ville (Tenn.) Medical Department, 1890; at one time secretary 
of the Howard County Medical Society; past-president of the 
State Medical Board of the Arkansas Medical Society; formerly 
served as representative from Howard County in the state legis- 
lature; served on the staff of Nashville Hospital; died in Baptist 
Hospital, Little Rock, April 11, aged 86, of cerebral thrombosis 
and fracture of neck of femur. 


Townsend, Pinkney S., Coffeyville, Kan.; University of Kansas 
School of Medicine, Kansas City, Kan., 1910; member of the 
Kansas Medical Society; on the staff of the Coffeyville Memorial 
Hospital, where he died April 6, aged 70, of cancer. 


Turkel, Abraham William ® San Francisco; University of 
Southern California School of Medicine, Los Angeles, 1937; 
member of the American Academy of General Practice; served 
during World War II; died May 21, aged 47. 


Vanatta, Clyde Lawrence ® North Madison, Ind.; Indiana 
Medical College, School of Medicine of Purdue University, 
Indianapolis, 1906; on the staff of the Madison State Hospital; 
served on the staffs of the Elgin State Hospital in Elgin, IIL, 
and the Alton State Hospital in Alton, III.; died May 15, aged 70. 


Vanzant, Birto Thomas © Houston, Texas; University of Texas 
School of Medicine, Galveston, 1899; past-president and secre- 
tary of the Harris County Medical Society; at one time vice- 
president of the State Medical Association of Texas; founder and 
first president of the Post Graduate Medical Assembly of South 
Texas; served as president of the Houston Academy of Medicine; 
died May 11, aged 79, of hypertensive heart disease, hyperten- 
sion, and carcinoma of the tongue. 


Vaughan, Roscoe Maurice, Springfield, Ohio; Howard University 
College of Medicine, Washington, D. C., 1910; died in the City 
Hospital May 10, aged 68, of carcinoma of the rectosigmoid. 


Vinyard, Robert, Springfield, Mo.; born Jan. 30, 1890; Washing- 
ton University School of Medicine, St. Louis, 1915; member of 
the Missouri State Medical Association and the American 
Urological Association; past-president of the Frisco System 
Medical Association; fellow of the American College of Sur- 
geons; from 1915 to 1917 served overseas, receiving the British 
Military Cross; associated with Springfield Baptist, Burge, and 
St. John’s hospitals; died in Barnes Hospital, St. Louis, May 4, 
aged 65, of abdominal aneurysm. 


Walkowiak, Simon Aloysius, Detroit; Chicago College of Medi- 
cine and Surgery, 1916; died May 14, aged 65, of a heart attack. 


Walsh, Thomas Joseph ® Philadelphia; Jefferson Medical College 
of Philadelphia, 1919; specialist certified by the American Board 
of Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; for many years on the staff 
of St. Mary’s Hospital; died May 14, aged 62. 


Weil, William ® New York City; Julius-Maximilians-Universitat 
Medizinische Fakultét, Wiirzburg, Bavaria, Germany, 1912; 
fellow of the American College of Cardiology; associate member 
of the New York Cardiological Society; died in the Jewish 
Memorial Hospital May 26, aged 66, of a heart attack. 


Wolfson, William Leon ® Brooklyn, N. Y.; University and Belle- 
vue Hospital Medical College, New York City, 1911; formerly 
assistant clinical professor of surgery at the Long Island College 
of Medicine; on the staffs of the Israel Zion and Adelphi hos- 
pitals; died May 21, aged 66. 

Woodward, Paul Maxwell ® Cincinnati; Northwestern Univer- 
sity Medical School, Chicago, 1920; specialist certified by the 
American Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; on the staff of 
the Bethesda Hospital and Good Samaritan Hospital; died May 
12, aged 60, of coronary thrombosis, arteriosclerotic heart dis- 
ease, and pneumonia. 


5 


764 


J.A.M.A., July 2, 1955 


FOREIGN LETTERS 


AUSTRIA 


Symposium on Antibiotics—At the meeting of the Society of 
Physicians of Vienna on Jan. 21 Dr. H. Chiari showed pictures 
of pseudomembranous necrotizing colitis that had developed in 
patients, most of whom were elderly, who had been given un- 
critical treatment with various antibiotics. Dr. L. Bohler said 
that at present practically every patient, irrespective of the nature 
of his disease, will ask to be treated with some antibiotic. The 
pitient does not realize that these antibiotics will not cure every- 
thing and that they may be extremely dangerous, if used care- 
lessly. In the treatment of ordinary wounds antibiotics as a rule 
are not necessary, for in new wounds thorough débridement and 
in infected wounds the release of tension by suitable incisions 
are the essential factors. Antibiotics are of value chiefly in pa- 
tients with severe tissue injuries and open bone fractures and 
dislocations. The effects have been particularly gratifying in in- 
fections of the tendon sheaths, in articular empyema, and in 
osteomyelitis after the sequestra have been removed. Antibiotics 
should also be used prophylactically, in preparation for extensive 
operations on bones, joints, and tendons. In these operations we 
have an infection rate of only about 0.5%, and circumscribed 
superficial cutaneous necrosis or suppurations of the canal of 
incision occur in about 1% of the patients. If the antibiotics 
are used for ordinary wounds, the results are not noticeably 
improved. For several decades about 2% of new wounds be- 
came infected when thorough debridement was used. When the 
speaker was absent from his department in 1941 and 1942, 
sulfonamides were used. In this time the number of infections 
increased to 6%, because thorough débridement of the wounds 
had been neglected and reliance had been placed on the new 
remedies. Since 1954 over 11,000 wounds were débrided and, 
in over 10,000 of these, no antibiotic was used. 


Antibiotics for Pediatric Use-—At a continuation of the sym- 
posium on antibiotics on Jan. 28, Dr. H. Kundratitz, a pedi- 
atrician, said that antibiotics are particularly helpful in the 
pneumonias of premature infants, the acute enteritis of nurs- 
lings, the various forms of meningitis, particularly tuberculous 
meningitis, septic processes, pyodermas, and endocarditis. 
Although penicillin is used frequently, it rarely causes allergic 
manifestations in children. Deafness or damage to the acoustic 
nerve was observed in only a few instances after intraspinal 
administration of dihydrostreptomycin. Before this preparation 
was used and after its use was discontinued, deafness never re- 
sulted from the use of streptomycin sulfate. Chlortetracycline, 
which is particularly likely to cause undesirable secondary effects, 
has been used on about 600 children including those of all age 
groups. Occasional mild diarrhea was observed but severe 
enteritis with mucopurulent stools was observed in only two 
patients, and after the normal bacterial flora had disappeared 
a hemolytic strain of micrococci (staphylococci) was seen. 
Erythromycin is an effective weapon against these micrococci. 
One child had poliomyelitis and died. Chloramphenicol, which 
is used particularly against the severe forms of enteritis caused 
by pathogenic strains of the Escherichia coli, was used in about 
100 patients, but secondary effects that could be attributed to 
it were not observed. On the contrary the results were excellent. 
The comparatively rare secondary effects resulting from anti- 
biotics do not militate against their use, but it is essential that 
antibiotics be used only when they are definitely indicated and 
that the patient be carefully observed while they are being 
administered. 

Effect of Penicillin on Cells—Dr. H. Solé pointed out that 
previously reported studies on the effect of penicillin on the cell 
revealed that the cell-damaging effect of penicillin and of other 
antibiotics is exerted only on the cell that is still an integral 
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part of the body. When the isolated cells of a person who has 
not been treated with penicillin are exposed to even high doses 
of the antibiotic, there are no damaging effects. Thus it cannot 
be said that penicillin is harmless because it does not exert any 
influence on an epithelial cell culture. Furthermore, the harmful 
effects are of the latent type that are demonstrated only by the 
cytoanalytic method, Although the damaging effects are slight 
in comparison with those of other less effective drugs, it is never- 
theless necessary to warn against the excessive use of antibiotics, 
particularly against their local application. For prophylaxis, anti- 
biotics should be prescribed with great caution. They should 
not be used in the simple intestinal disturbances of nurslings. 
The severe impairment of the normal intestinal flora of nurslings 
was recognized as early as 1950. The routine use of penicillin 
in scarlet fever is also inadvisable, not only for the aforemen- 
tioned reasons but also because relapse is likely, immunity may 
be reduced, and resistant organisms may emerge. It is wrong to 
say that penicillin is as harmless as dextrose, and this is even 
less true of the other antibiotics. 

Treatment with Sulfonamides.—Dr. G. Holler stated that during 
World War IIL treatment with sulfonamides reduced the mortality 
from bacillary dysentery to 0.25%, whereas earlier it had been 
between 20 and 30%. He also said that the antibiotics contain 
certain allergenic substances. Penicillin, particularly, causes 
sensitization when it is introduced in an aerosol. The allergic- 
hyperergic reaction elicited in this way is characterized by cir- 
cumoral reddening and by stomatitis and glossitis. If inhalation 
is continued, allergic bronchitis and asthma result, and if peni- 
cillin is injected during this stage, anaphylactic shock may occur. 
Use of Streptomycin for Treatment of Tuberculosis—Dr. A. 
Frisch said that tuberculosis is no longer being treated with 
antibiotics alone. It is now regarded as a therapeutic mistake 
if streptomycin or dihydrostreptomycin are given without the 
simultaneous administration of a chemotherapeutic substance. 
This has caused a change in the undesirable secondary effects. 
At any rate, Europe largely escaped the serious damage caused 
by excessive doses during the early period of streptomycin 
therapy, although vestibular disturbances were observed in most 
patients who received streptomycin daily for over two months. 
Now streptomycin is rarely given oftener than every third day 
and usually for not more than two months without interruption. 
With this type of therapy vestibular disturbances are practically 
unknown, and any form of toxic impairment from streptomycin 
is rare. There is still the problem, however, whether damaging 
effects may be expected in case of resistance to streptomycin. 
In this connection the author cited a patient with miliary tu- 
berculosis who had complete resistance and in whom exacerba- 
tion resulfed during treatment with streptomycin. There have 
been reports that, with cessation of streptomycin therapy, the 
temperature at once becomes normal. When bacilli cannot be 
obtained from the sputum or the gastric contents, it is difficult 
to ascertain resistance. At any rate, primary resistance should 
always be investigated in all tuberculous processes. Until re- 
cently, Frisch shared the view of most investigators that re- 
sistance to streptomycin is irreversible, but in 1954 he observed 
a woman whose tubercle bacilli showed increased resistance in 
the spring but, when this patient was readmitted in November, 
the tubercle bacilli cultured from her sputum proved sensitive 
to streptomycin. 


Use of Penicillin in Presence of Mycosis —Dr. A. Matras called 
attention to the fact that, in the presence of mycosis such as 
the common epidermomycoses of the feet or hands, the admin- 
istration of penicillin, which is a filtrate of a fungus culture, 
may cause an antigen-antibody reaction. As a result of this re- 
action, an exanthem develops on the skin. In patients who are 
free from mycosis, sensitization to penicillin may be produced 
by the external application of penicillin ointments, and serious 
reactions may occur when later the patient receives injections 
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of penicillin. The existence of an allergy to antibiotics can be 
ascertained by skin tests as well as by complement reactions. 


Enteritis Caused by Resistance to Antibiotics —Dr. H. Kunz 
stated that, when antibiotics are used to eliminate pathogenic 
organisms from the intestine preparatory to extensive operations 
on the gastrointestinal tract, a severe enteritis, which is by no 
means limited to the colon, may be caused by superinfection 
with resistant micrococci. He found that, after he discontinued 
the use of chlortetracycline, oxytetracycline, and chloramphe- 
nicol and used an appropriate sulfonamide for intestinal anti- 
sepsis, severe enteritis no longer occurred. 


Antibiotic Treatment for Dermatological and Venereal Diseases. 
—Dr. S. Tappeiner said that, although antibiotics, particularly 
penicillin, are used extensively in the treatment of dermatologi- 
cal and venereal diseases, undesirable secondary effects are rare. 
If they occur they usually take the form of harmless urticarial 
eruptions, angioneurotic edema, or morbilliform, scarlatini- 
form, and eczematoid reactions, and rarely cutaneous hemor- 
rhages. The “id” reactions, characteristic of fungus diseases, that 
are induced allergically by autosensitization are more frequent, 
and they may simulate the findings of dyshidrosis. Ointments 
containing penicillin may produce contact dermatitis. Tappeiner 
treated a woman who three months before had received a series 
of 10 injections of a preparation containing antibiotics and pro- 
tein bodies without ill-effects, but, when she was given another 
injection of the same substance, a severe anaphylactic shock 
resulted. Dr. R. Boller said that in acute intestinal intoxications 
sulfonamides should be given before antibiotics are prescribed. 
This will prevent complications and confusion as to whether 
the intestinal disturbances are caused by the original disease or 
by the antibiotics. Patients who are treated with antibiotics 
should have rest. The use of antibiotics on ambulatory patients 
should be limited. Treatment with antibiotics makes many pa- 
tients feel weak and exhausted. If possible, patients should stay 
in bed while they receive antibiotics. This will have the added 
advantage that hypersensitivity will be quickly discovered and 
treated. 


Prevention of Traffic Accidents.—At a meeting of the Inter- 
national Union of Associations of Physician Automobile Drivers 
held in Vienna in September, 1954, Dr. Pollak, physician in 
chief of the police department, said the police department has 
granted driver's licenses to the physically injured whenever their 
defect could be compensated for by some technical device. This 
has included those with one eye and even those with only one 
arm. Until about 1938 the standards of physical fitness for 
drivers were very strict, but, during World War II, as the result 
of the total effort then required, there were practically no rules. 
In 1947 it became necessary to set standards again and also to 
take notice of the fact that the motor vehicle had become a 
form of transport for the common people. It was essential that 
those injured during the war and in industry should not be 
further penalized by keeping them from driving to work, espe- 
cially since traffic accidents were minimal among drivers with 
physical defects. Offenses against traffic rules are committed 
mostly by egocentric persons who pay no attention to traffic rules, 
by those who are fatigued, and by those who are under the influ- 
ence of alcohol. If an epidemic were to cause as much injury and 
death as does traffic, quick action would be demanded from 
physicians. Physicians should also apply themselves to this prob- 
lem, if an increase in traffic accidents is to be avoided. 

Because physical examination, no matter how thorough, will 
never give us much information about the psyche, the motor 
traffic board of Vienna in the 1930's introduced a test for psy- 
chotechnical fitness. This should be reestablished and should be 
given periodically. In order to avoid traffic accidents due to 
excessive fatigue, maximal periods of driving should be estab- 
lished by Jaw and a second driver should be available to relieve 
drivers of buses and taxis. 

The drinking driver who considers himself still sober is a 
source of great danger because of his false feeling of strength 
and confidence and the simultaneous reduction in his reaction 
iime. The degree of intoxication that incapacitates a person to 
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drive a motor vehicle cannot be determined with the sole aid 
of the blood alcohol content. Since blood for the determination 
of the alcohol content can be obtained only with the consent 
of the person to be examined, in case of refusal the police would 
be thwarted if it were maintained that intoxication could not 
be established without determination of the blood alcohol con- 
tent. Although a high blood alcohol content is valuable in cor- 
roborating the diagnosis of intoxication, the value computed does 
not take account of habituation, which is also an important 
factor. A man who daily drinks a liter of wine, doubtlessly 
reacts differently than one who ordinarily abstains from alco- 
holic drinks and then drinks half a liter. The general behavior 
and how the driver acts at the commissariate may deceive the 
physician who has little experience, because the shock involved 
in arrest can bring a traffic law violator to his senses so that he 
appears quite sober. For this reason professional motor vehicle 
drivers should be compelled by law to abstain from alcoholic 
drinks not only while on duty but also before starting to drive. 


The Hit and Run Driver.—At the same meeting Dr. Norbert 
Wooelkart said that the method of investigating fatal traffic 
accidents when the driver escapes differs in no way from the 
method of investigation in a murder case. In both cases a person 
has been killed and the perpetrator attempts, by flight or denial, 
to escape responsibility. An autopsy should always be performed 
to ascertain the cause of death. It should include a reconstruc- 
tion of the accident. Only by establishing what happened can 
the question of guilt be clarified. An effort should always be 
made to establish the first point of contact of the victim with 
the motor vehicle and thereby clarify in what position the victim 
was at the first impact, because of the frequent assertion by the 
accused that the victim was already lying in the road. It is also 
necessary to thoroughly examine the victim’s clothes, as they 
are usually torn over the point of collision. 


BRAZIL 


Eclampsia.—In the Revista paulista de medicina (vol. 46, 
March, 1955), Dr. Onofre Araujo and his co-workers reported 
a series of 289 patients with eclampsia. They divided the patients 
in two groups: 230 treated in the period 1944 to 1952 with 
magnesium sulfate, chloral hydrate, hypertonic dextrose, mor- 
phine, and venesection; and 59 treated in 1953 and 1954 with 
a combination of chlorpromazine and promethazine (Phenergan), 
isotonic dextrose, and antibiotics. With the latter treatment there 
was a marked decrease in the convulsions and maternal mortality 
dropped from 8.2 to 6.7%. Cerebral hemorrhage caused 31.6% 
of the deaths in the first group and 25% in the second. Pul- 
monary edema caused 10.5% of the deaths in the first group and 
none in the second. The treatment gives good sedation, decreases 
the arterial pressure, improves respiration, and increases the 
cardiac and cerebral circulation. Hypertonia of the uterus was 
unmodified. This was responsible for fetal death in 57% in the 
first group and 51.5% in the second. 


Brazilian Medical Schools.—The eight federal and four state 
medical schools of Brazil that depend on the government for 
support are subject to political whim. The university directors 
have repeatedly tried to win autonomy. With the recent creation 
of new universities, the influence of the government on these 
universities has become very great, not only because of financial 
assistance granted to them but also because of the great poten- 
tials for political patronage. Since the state government of Sao 
Paulo was changed in the last elections, the new governor has 
ordered a drastic reduction in personnel in all departments. This 
affected the new universities so severely as to threaten the con- 
tinuance of their activities. For this reason the university council 
asked the governor to reconsider some of his decrees. This he 
did, but autonomy for the university is still far from achieve- 
ment. The governor has further ordered an increase in the num- 
ber of the working hours from six to eight hours daily. Such 
political interference is inconsistent with the traditional serenity 
that should exist in a university environment. 
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CHILE 


Pan American Sanitary Conference.—The 14th Pan American. 


Sanitary Conference was held in Santiago in October, 1954. 
The papers presented were on the following topics. 


Yellow Fever—Dr. Fred L. Soper, director, Pan American 
Sanitary Bureau, reported that yellow fever stopped being a 
scourge in the cities of the Americas after the discovery of the 
urban vector and effective means of control but that, when the 
epidemiology of the disease became better known, health 
authorities awoke to the important continuing threat to persons 
who work in forests and to the populations adjacent to forests, 
where susceptible animals and various species of vectors abound. 
These dangerous areas extend in a transcontinental belt from 
southern Mexico to northern Argentina. The enzootic area, 
where the virus is maintained permanently in wild animals and 
where man also can become infected, comprises vast areas of 
the continent. In the area are the Amazon and the Plate river 
basins, some of the forests of which are contiguous at the river 
sources, thus forming a continuity of forests. Under favorable 
conditions yellow fever breaks out in waves that spread exten- 
sively, as those that were observed from 1934 to 1940 in Brazil, 
Paraguay, and Argentina. From 1950 to 1953, cases of jungle 
yellow fever were reported in six countries of South America 
and three of Central America. Epidemiological investigations in 
Central America were initiated under the auspices of the bureau 
in 1951 to determine the presence or absence of the culicine 
vectors, discover possible animal reservoirs, obtain material for 
immunity studies, and train local personnel in the technique 
of mosquito and animal capture as well as blood sampling. 
Further investigation must be carried out in order to collect 
more accurate data on jungle yellow fever transmission, par- 
ticularly with respect to the possible incidence of virus reservoirs 
other than the monkeys and to explain certain aspects of the 
epidemiology that still remain obscure. For the population living 
near or in the forests, the only protective measure against jungle 
yellow fever is vaccination, and it is practiced wherever the virus 
is known to be present. The spread of the virus through the jungle 
is unpredictable and the precise information that would assist 
vaccination campaigns is not available. To meet the increasing 
demands for the yellow fever vaccine the bureau has assisted 
production in the Oswaldo Cruz laboratory of Rio de Janeiro 
and the Carlos Finlay laboratory of Bogota. Although the dis- 
covery of jungle yellow fever has revealed new epidemiological 
factors, there have been no material changes in the international 
control of the disease, which still depends essentially on the 
prevention of yellow fever transmitted by Aedes aegypti. The 
potential threat of the movement of yellow fever virus from 
jungles to receptive areas infested with A. aegypti depends largely 
on the existence of communities infested with A. aegypti con- 
tiguous to the jungles. Jungle yellow fever tends to spread en- 
tirely independently of human travel routes through contiguous 
or nearly contiguous forest areas. Eradication was achieved in 
Bermuda, Bolivia, French Guiana, and Tobago. The campaign 
is in the final stage in the South American countries. Breeding 
places of A. aegypti are still found in 18 states in the United 
States. 

Smallpox.—Although some countries have reported few or no 
cases of smallpox, in parts of many countries the disease has been 
severe for variable periods in the past eight years. In 1953 there 
were 5,467 cases in Colombia, 875 in Brazil, 703 in Ecuador, 
and 398 in Bolivia. The trend appears to be downward and the 
time seems opportune for a major effort to eradicate the disease. 
Past efforts have been handicapped by the lack of adequately 
refrigerated transportation for glycerinated lymph. The Pan 
American Sanitary Bureau has therefore encouraged the de- 
velopment of a dry vaccine that would remain potent for a long 
period without refrigeration. At the 13th conference it was 
reported that such a vaccine had been prepared in 1950 after 
the experiment at the National Institute of Health and the 
Michigan State Department of Health laboratories in the United 
States. 


Plague.—In 1899 plague was first reported in the Americas. 
The new methods of rat and insect destruction permit the elimi- 
nation of plague in towns and villages without radical or costly 
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changes in environmental sanitation. The disease has in recent 
years been reported from rural areas in Argentina, Brazil, 
Ecuador, Peru, Venezuela, and the United States, and in each 
of these countries it is enzootic among wild rodents. 


Typhus.—The number of reported cases of typhus has decreased 
in the last four years. In Central America typhus has ceased to 
be a serious public health problem, since good results have been 
obtained from vaccination and the delousing campaign. The 
disease is endemic in the Andean regions of Peru and Bolivia. 


Malaria.—For centuries malaria presented the most serious 
public health problem in the Americas. Nearly all countries now 
have efficient malaria control units. The introduction of chloro- 
phenothane (DDT) greatly changed methods of malaria control. 
The Pan American Sanitary Bureau has continued its close col- 
‘aboration with countries in which the malaria problem was most 
difficult. By the beginning of 1950 British Guiana had achieved 
eradication, Chile and Uruguay reported no malaria, Argentina 
and the United States had practically solved the problem, and 
Brazil and Venezuela were close to a solution. The financial 
resources of the antimalarial campaigns were adequate in most 
countries to protect by chlorophenothane residual spraying 75% 
of all the homes in the malarious zones. An additional 10 million 
dollars a year would be enough to control malaria in the remain- 
ing 25%. Malaria eradication programs have either been com- 
pleted, are in the final stages, or are far advanced in all countries 
of the Americas except two, and in these nations extensive 
campaigns have commenced. No anopheline resistant to chloro- 
phenothane has yet been found in the Americas, but resistance 
has developed among other insects; and at least one anopheline, 
A. albimanus, has in Panama manifested a changed behavior 
after exposure to chlorophenothane. 


Aphthous Stomatitis—Aphthous stomatitis is prevalent in most 
of the countries of South America. Rarely infecting man, it is 
of public health importance because cf its effect in reducing 
the production of dairy products and meat. In those countries 
where it is enzootic, aggressive steps have been taken by govern- 
ments toward its control and eventual eradication, requiring on 
one hand intensive efforts to eradicate the disease from highly 
infected herds and on the other hand establishment of zones of 
protection between infected territories and recently closed areas. 
Progress, however, is slow and expensive. These programs 
depend largely on vaccination, which to be fully effective in 
some countries must protect against three different strains of 
virus. In addition animals must be vaccinated three times a year. 
In spite of these difficulties, the campaigns are having some 
effect, and only one fresh epizootic occurred in 1953. This was 
in the state of Vera Cruz, Mexico, and was brought under con- 
trol by a joint United States-Mexico commission. 


Schistosomiasis—In parts of central and northeastern Brazil 
90% of the rural population has been found to be infected with 
schistosomiasis. The public health importance of schistosomiasis 
has been underestimated, as it is a chronic rather than an acute 
fulminating disease. In 1951 Brazil inaugurated a cooperative 
project with the Pan American Sanitary Bureau and with the 
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Service to test molluscacides and to conduct a study of the 
snails that are the intermediate hosts of Schistosoma mansoni 
(the species found in America), At least two species of snails 
and possibly a third have been incriminated. Field tests were 
made on various snail species in different types of terrain under 
varying climatic conditions in Brazil. In spite of lack of com- 
pletely satisfactory treatment for the disease, programs for 
schistosomiasis control were successful in the areas where they 
were applied. Campaigns were promoted for the sanitary dis- 
posal of excreta, and snails were destroyed at laundry sites by 
adding sodium pentachlorophenate to the water. 


Ancylostomiasis.—The incidence of ancylostomiasis (hookworm) 
can be reduced by means of appropriate sanitary measures. Sev- 
eral countries with the collaboration of the Pan American 
Sanitary Bureau have initiated programs to bring about wider 
adoption of sanitary disposal of excreta but only a few were 
inaugurated as specific projects for ancylostomiasis control. The 
program in Paraguay is typical. Surveys have revealed ancylosto- 
miasis incidence of 65% in Asuncion and 80% in nearby rural 
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areas. Beginning in September, 1953, a program of mass medi- 
cation was started, and by the end of the year about 20,090 
persons (32% of the population in the areas covered by the 
program) had been treated. At first the program consisted only 
of sanitary disposal of excreta but was later expanded to include 
smallpox vaccination, and in 1953 it became a general health 
program. A cooperative antiancylostomiasis project in Nicaragua 
was set up in rural districts, but in El Salvador, Panama, and 
Peru measures for ancylostomiasis control were an integral part 
of general rural health programs from their inception. By the end 
of 1953 preliminary discussions were under way and plans 
were being prepared for four other specific projects, in which 
ancylostomiasis control was to be the prime objective. In addi- 
tion, sanitary disposal of excreta was given a prominent place 
in health education programs. 


Meeting of the Chilean Health Society.—Prof. B. Viel and Dr. 
E. Espejo reported that in 1920 the average age in Chile was 
28 years and life expectancy at birth was 31.5 years. In 1950 
the average age was 57 and the life expectancy was 48 years. 
In the 30 year period under review the population increased 
from 3,800,000 to 5,900,000 and the average span of life 
doubled. The improvement in life expectancy in the younger 
age groups is in sharp contrast to the picture in the group over 
50 in whom no increase in life span was noted. Among the 
government employees it was found that 7% of those retired 
were between 25 and 39 years of age; 39% were between 40 
and 49; 41% were between 50 and 59 years of age; and 13% 
were 60 or over. The authors found that only 11.8% of the 
government employees retired after the age of 60. The average 
age of all those who retired between the years 1940 and 1950 
was 50.7 years and their life expectancy was another 19.3 years. 
About 32% of those retired died in the first five years after 
retirement and another 64% in the next five year period. The 
authors concluded by pointing out the waste resulting from such 
a retirement policy. 

In another paper Prof. Viel and his co-workers reported on 
the death rate in the infants of Santiago during their first year 
of life. The study was performed among the infants controlled 
by the sanitary unit of the Quinta Normal, whose parents were 
mostly laborers, and infants whose fathers had white-collar jobs. 
In the Quinta Normal group the death rates for premature infants 
at various ages up to 12 months were over 10 times as high as 
ihose of the white-collar group. The death rates for infants with 
normal birth weight were also much higher for the Quinta Nor- 
mal group than for the white-collar group. Further analysis 
showed that in the Quinta Normal group when the child was 
the first born the death rate was 78 per thousand; when it was 
the second or third the death rate increased to 83; and when it 
was the fourth or more it increased to 128. Corresponding 
figures for the white-collar group were 8.4, 18.7, and 24.6. In 
the white-collar group the death rate for infants in the first 
month of life was 1.75 per thousand when the mother worked 
and 2.2 when she did not; in the sixth month it was 0.88 when 
she worked and 1.77 when she did not. It seems that by working 
the mother helped to increase the family’s standard of living 
and thus lessened the death rate. The general infant death rate 
in the Quinta Normal group was 116 per thousand compared 
with 19,2 for the white-collar group. 


Gastric Ulcer and Cancer.—In the November issue of Revista 
médica de Chile Alessandri and Lerner reported a series of 250 
patients with gastric complaints admitted to the Salvador Hos- 
pital. Histological examinations were made in every case. In 
the patients with gastric cancer only those with early lesions 
were included because these are the ones in whom the differen- 
tial diagnosis between ulcer and neoplasm is important. Ninety- 
seven of the patients had gastric ulcer and 153 had cancer. Of 
those with gastric ulcer x-ray diagnosis was correct in 73%, 
gastroscopic examinations in 78%, and the final clinical diag- 
nosis was correct in 90%. In about 10% gastric ulcer was diag- 
nosed in patients with cancer. Of those with gastric cancer x-ray 
diagnosis was correct in 66% and in 20% the x-ray findings 
were classified as doubtful. Gastroscopic examination revealed 
lesions classified as cancer in 78%, doubtful in 3.8%, and benign 
in 5.5%. Cytodiagnostic procedures revealed cancer in 69% and 
doubtful lesions in 11.6%. The final clinical diagnosis was cor- 
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rect in 86%; in 4.5% it was suspected gastric ulcer; and in 6% 
it was proved gastric ulcer. Of the patients with cancer erron- 
eously diagnosed as gastric ulcer half were operated on at once, 
thus reducing greatly the seriousness of the diagnostic errors. As 
the total mortality for subtotal gastrectomies for benign ulcers 
in Chile is 6.5%, the authors’ attitude toward operation for this 
condition is conservative. 


ENGLAND 


British Hospital Service.—Britain’s State Hospital Service is 
threatened with breakdown. The trouble may be diagnosed as 
a deficiency disease, but there are complications and there is 
no simple remedy. Essentially, the case is one of lack of money, 
personnel, and premises. More than 700 million dollars a year 
for maintenance is proving inadequate, and more than 18,000 
beds are out of use for want of adequate staffing. Recruiting 
campaigns for nurses are held, and then sometimes the young 
women who respond cannot be engaged for lack of money to 
pay them. The mental hospitals, with their grim Victorian 
buildings, overcrowding, and serious deficit of nurses, are in a 
specially sad plight. More than 40% of beds provided by the 
state are for mentally sick and mentally deficient patients. More 
than 3,000 beds are out of use through lack of nurses, while 
more than 8,000 mental defectives are awaiting admission. 

Capital expenditure at something over 25 million dollars a 
year is proving inadequate for new wards, operating rooms, 
kitchens, nurses’ homes, and entire hospitals. Not one new 
general hospital has been built since 1939. The 14 new towns 
now rising in Britain have houses, churches, factories, schools, 
cinemas, and inns but not a hospital between them. It is hoped 
that preparation of a site for a hospital to serve Weleyn and 
Hatfield will be started by the end of the year. The Minister 
of Health has announced special allocations of 21 million dollars 
in 1956-1957 and 28 million dollars in the following fiscal year 
for new hospital buildings. 

Capital expenditure is but a third of what was spent on new 
construction before 1939. Because it will not allow, for instance, 
for the modernizing of ancient boiler plants, money continues 
to be wasted on futile attempts at maintenance. Thus the newly 
announced grants of $5,600,000 in 1956-1957 and $11,200,000 
in 1957-1958, to be devoted to plant replacement, will lead to 
real recovery as well as greater efficiency. Since money and 
manpower are limited, other remedies must be sought. Greater 
efforts in preventing disease and injury would help. Meanwhile 
the hospitals’ burden is growing. Though most of the great killers 
among infectious diseases have been vanquished, inpatients have 
increased by 17% since the early days of the service to more 
than 3,500,000 yearly. Nearly 7 million outpatients make about 
28 million visits to the clinics each year. More than 500,000 
people await admission. Some have been told they must wait 
two and a half years and some of these die before they get their 
turn. The list is larger than in 1949, although more than 25,000 
more staffed hospital beds have been made available, together 
with the equivalent of another 40,000 beds through patients 
staying a shorter time in the hospital. 

Treatment of the patient as a whole rather than of this or 
that symptom is gaining favor. Perhaps this is what the health 
service needs. At present the different parts of the service— 
hospitals, family doctoring, public health, and dentistry—are 
too often considered in isolation. Indeed, they are sometimes 
regarded, even by themselves, more as rivals than partners. One 
hears one section complaining that another is getting too big 
a slice of the cake, yet the burden on the hospitals is directly 
influenced by all the other departments of the service. The pre- 
ventive work of the health officer, the number of patients a 
family physician sends to the hospital unnecessarily, the pro- 
vision of alternative accommodations for old people, local 
authorities’ services such as visiting nurses, and arrangements to 
encourage mothers to have their babies at home all can ease 
the burden. 

The ultimate aim must be fewer hospitals. Not until the need 
for them has begun to diminish can the health service be con- 
sidered to be doing its job. The first need is a review of the health 
service as a whole, leading to coordination of and cooperation 
between the different parts. Only then can the true needs of 
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the hospitals be assessed and decisions reached on how they can 
be met. It seems likely, for instance, that hospitals will have to 
manage with a diminishing number of nurses. Already experi- 
ments in new nursing techniques are being made. The family 
physician should again play a part in his local hospital, a course 
that the Minister is encouraging, and there should be more long- 
term and permanent posts for junior members of the medical 
staff. Physicians who have been separated from the armed 
forces must somehow be attracted back into the hospitals. As 
Royal Army Medical Corps officers their pay is $2,296 a year. 
If they return to a hospital it.drops to $1,470, so most of them 
try to enter general practice, where they can earn up to twice 
as much. Accommodation, food, and amenities vary enormously 
from hospital to hospital. When interns were easy to get, com- 
mittees tended to neglect these matters. They dare not do so 
any longer. Quarters for married interns will have to be pro- 
vided where needed and salaries raised. Better distribution of 
junior medical staff between teaching and nonteaching hospitals 
is needed. For this it will be necessary to ensure that able men 
in the nonteaching hospitals have a reasonable chance of be- 
coming consultants. 


Air Transport and Tuberculosis.—Dr. Peffers has reported the 
transport by air of patients with tuberculosis (Health Bull. 
Depart. Health Scotland 2:59, 1954). The patients were under 
the care of the Department of Health for Scotland and were 
flown to and from sanatoriums in Switzerland. The patients were 
a selected group, and those thought to be either unsuitable for 
sanatorium treatment or unfit to stand the journey were ex- 
cluded. The eastward journey was made, therefore, by those 
with moderately severe diseases who had received little or no 
previous treatment, whereas those making the return trip in- 
cluded many who had had some form of collapse therapy. The 
aircraft were equipped with pressurized cabins, the reduction in 
oxygen tension and pressure being not greater than that ex- 
perienced at 5,000 ft., the altitude of the Swiss sanatoriums. 
By this means the risk of cardiac or respiratory embarrassment 
or the tearing of adhesions was obviated. 

Added precautions consisted in not giving refills to those who 
had had pneumothorax or pneumoperitoneum in the week be- 
fore the flight and insuring that the lung was at least three- 
fourths expanded in those patients in whom mediastinal fixation 
was suspected. Respiratory or cardiac distress occurred in only 
three patients and all recovered. One hour before takeoff 0.6 
mg. of hyoscine hydrobromide was given to all patients. This 
not only prevented air sickness but also reduced the secretion 
of sputum. Oxygen, stimulants, analgesics, and sterile apparatus 
for performing immediate pleural puncture to relieve excessive 
pressure in an artificial pneumothorax were carried. Strict atten- 
tion was paid to the prevention of contamination of the aircraft 
furnishings and fittings. All food containers and utensils were 
disposable, and thorough disinfection of the aircraft was carried 
out after each flight. The planes carried two physicians. The air 
crews were volunteers, and the stewardesses had had nursing 
experience. Contact between patients and crew was discouraged, 
and all personnel had a monthly roentgenogram of the chest. 
The danger of allowing patients with cpen tuberculosis to travel 
on scheduled flights is emphasized. 


Cancer Education and Early Detection.—Walter and Atkinson 
report the results of a pilot trial in cancer education and early 
detection (Brit. M. J. 1:627, 1955). All the patients between the 
ages of 40 and 70 on the National Health Service list of Dr. 
Atkinson were invited to come in for a clinical examination 
for the purpose of detecting early accessible cancer; 415 men 
and 422 women or about 56% of both groups responded. The 
examination was limited to that which can be carried out easily 
‘in the office. It included examination of the rectum and vagina, 
but roentgenographic studies and pathological investigations 
were not made. Patients thought to require these were referred 
to a consultant in the usual way. During the examination, the 
women were instructed in the self-examination of the breast and 
at the conclusion each was given a pamphlet outlining the 
cardinal signs to be watched for and stressing the importance 
of not waiting until pain was felt. In doubtful cases, the exami- 
nation was repeated after an interval of three months. This group 
consisted mainly of those with vague pelvic masses or unsatis- 
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factory menstrual histories. A reexamination was advised on all 
the women; 170 of the 422 examined initially were examined a 
second time; and on this occasion a routine vaginal smear was 
done. 

Only two new cases of frank cancer were discovered, but a 
number of conditions were seen that were possibly premalignant. 
Of the patients examined, carcinoma developed in eight in the 
succeeding two years and nine months, and in two of these the 
pamphlet was considered to have been responsible for their 
prompt diagnosis. Although this type of diagnosis is useful only 
for the detection of accessible growths, these make up 50% of 
all cancers. In addition to the routine clinical examination roent- 
genograms of the chest and vaginal smears are of real value. 


Entry into Practice.—The British Medical Journal of March 26 
quotes a resumé of the Annual Report of the Medical Practices 
Advisory Bureau of the British Medical Association for 1954. 
Of those physicians seeking openings, a certain number could 
not hope to compete on equal terms owing to age and other 
factors, and others merely wished to improve their permanent 
prospects and were particular as to the kind of opening for 
which they would apply. Nevertheless the number of young prac- 
titioners in “blind alley occupations” was much too great. The 
number of men of all ages on the books of the London office of 
the Bureau seeking to be partners, assistants, or trainees was 
about 850. Just under half (414) were only seeking posts offering 
the status of principal, and of these only 30% were prepared 
to go anywhere or to any type of practice. Of the remainder, 
all but an insignificant number would only consider an opening 
in the south of England, and 50% would only consider country 
or country-town practices. Restrictions imposed by principals, 
such as nationality and religion, were not nearly so important as 
age as factors making entry into practice difficult. For men over 
35 years of age, and certainly over 40, difficulties became greater 
every year; 70% of principals would not consider applicants 
over 35. Experience and qualifications were not so important, 
though where a view was offered the prospective candidate must 
have had experience as a general practitioner. A previous ap- 
pointment in obstetrics was of value. Higher qualifications were 
no handicap, but they rarely conferred any advantage. It is 
frequently stated that there are large numbers who cannot obtain 
appointments or openings in general practice and that this indi- 
cates widespread unemployment among physicians. The evidence 
does not support this allegation. Even including those resting 
between appointments and those who, because of age, physical 
handicap, or other disability, must rely on casual or temporary 
appointments, it is estimated that the number out of work in- 
voluntarily is less than 5° and that this percentage is not 
increasing. 


Medical Reports in Litigation.—The British Medical Journal of 
March 5 reports that on Oct. 1, 1954, sweeping amendments in 
the procedure of the High Court were brought into force in order 
to reduce the cost of litigation. Broadly speaking, masters of 
the Supreme Court were given much wider powers than they 
had hitherto enjoyed to insure the exclusion, before an action 
reaches the stage of trial, of all unnecessary expense in properly 
defining what is at issue between the parties and in preparing 
the evidence on both sides that will be necessary for the decision 
of that issue at the trial. In cases in which medical evidence is 
required, masters were empowered to order at the hearing of 
the summons for directions that a medical report should be 
agreed on if possible and, if not, that the number of medical 
witnesses to be called by each party should be restricted. It has 
been and will remain a common practice for joint medical ex- 
aminations to be made and joint medical reports to be used 
in litigation if there is no real difference of opinion between 
the physicians advising both sides, and the joint report can by 
agreement then be used in evidence without either side’s physi- 
cian being called. 

The scope of the master’s new powers in this respect was 
recently discussed in the Court of Appeal in the case of Worrall 
vs. Reich, an action for damages for personal injuries. On the 
summons for directions the master ordered: “Exchange medical 
reports; if not agreed, the medical evidence be limited to two 
witnesses for each party.” This order was upheld by Mr. Justice 
Glyn Jones in chambers. On appeal to the Court of Appeal it 
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was decided that the order, insofar as it directed the exchange 
of medical reports, was invalid in that they were documents 
made on behalf of either party on the advice of their legal 
advisers in preparation for the trial and therefore privileged 
from disclosure. Although in some circumstances it might be 
desirable from the practical point of view that medical reports 
should be exchanged and although it might be highly expedient 
that the parties should adopt that course by agreement in many 
cases, it could not properly be made the subject of an order. 


Functions of Histamine—The Physiological Society and the 
British Pharmacological Society held a symposium in London 
in April on the functions of histamine. Dr. C. F. Code of 
Rochester, Minn., said that histamine is the normal direct 
stimulus for the secretion of gastric juice and that other stimuli, 
both nervous and humoral, activate the histamine mechanism. 
This opinion was based on the finding of local high concentra- 
tions of histamine in the stomach and duodenum, the presence 
of histamine in gastric juice in amounts correlated to its volume 
and acidity, and increased gastric secretion after injecting 
histamine. This view was supported by Dr. R. A. Gregory of 
Liverpool, who has shown that histamine potentiators increase 
gastric secretion. Prof. U. S. von Euler of Stockholm drew 
attention to the Jarge amounts of histamine found in some 
peripheral nerves, especially in postganglionic sympathetic 
nerves. Section of such nerves is sometimes followed by a re- 
duction in the histamine content of the organs they supply. It 
is not known whether histamine plays a part in the transmission 
of neural impulses. Dr. R. F. Whelan of Belfast concluded from 
studies on blood flow and resistance to block by antihistamines 
that histamine did not play any part in vasomotor control. Dr. 
W. Perry of London considered that histamine was not involved 
in the direct pathway leading from the antigen-antibody reaction 
to the skin lesion. He suggested that the fraction of skin hista- 
mine located in mast cells might have a defensive action in 
causing edema and washing out foreign materials. Dr. Schild 
of London stated that large quantities of histamine are released 
during an anaphylactic reaction. Dr. D. Hawkins of London 
also showed that in anaphylaxis in isolated bronchial muscle a 
slow-reacting substance is liberated as well, and Dr. W. Brockle- 
hurst of London demonstrated the release by the specific antigen 
of a similar substance from both sensitized guinea pig lung and 
from human asthmatic lung that could cause human bronchial 
muscle to contract. These observations suggested that histamine 
might not be the most important cause of allergy and anaphy- 
laxis. Brocklehurst’s work would explain the failure of anti- 
histamines in many cases of asthma. Histamine is probably not 
so important in anaphylaxis and allergy as was formerly sup- 
posed. 

In a session on the distribution of histamine in the body, 
Dr. Feldberg of London emphasized the almost incredible di- 
versity of distribution in the tissues of animals. Its formation 
may well be associated with the metabolism of all types of cell. 
The high local concentrations suggest a teleological explanation. 
Dr. G. B. West of Dundee demonstrated the high concentration 
of histamine in most cells. Riley and West have shown a cor- 
relation between the tissue contents of histamine and mast cells 
respectively. Antigen-antibody reactions liberate histamine from 
intact mast cells. Prof. B. N. Halpern of Paris showed that 
dextran and polyvinylpyrrolidone are histamine liberators. Dr. 
W. T. Beraldo of Sao Paulo produced further evidence of the 
correlation between mast cell populations in tissues and their 
histamine contents before and after depletion with histamine 
liberators, but he found that the high local concentrations of 
histamine in the stomach and duodenum are not released by 
histamine liberators. Prof. W. Paton of London said that specific 
antigens, compounds producing tissue damage, proteolytic 
enzymes, surface active agents, compounds of large molecules 
(dextran), and such drugs as morphine and tubocurarine chloride 
are histamine liberators. 

In the session on the fate of histamine Dr. R. W. Schayer of 
Chicago reported on tests with the use of C'4-labeled histidine 
that showed that histamine is excreted in three forms. One of 
them is the result of conversion of histamine by diamino-oxidase 
to the riboside of imidazole acetic acid; another is methylimida- 
zole acetic acid formed by a methylating enzyme; and the third 
is free histamine, with possibly N-methyl histamine. 
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Rising Standard of Living.—In the House of Commons the 
Minister of Food and Agriculture stated that the standard of 
living was higher than it had ever been. He admitted an increase 
in the cost of living, but between 1949 and 1951 prices rose on 
an average of slightly over 6% a year and wages rose on an 
average of 5.5%. Between 1952 and 1954, however, the average 
increase in prices was a little over 3% a year and the average 
increase in wages 5% a year. Food accounts for about 30% of 
total private expenditure. In terms of calories, the consumption 
per head is 3,120 a day, the highest figure ever recorded. More 
calories are being obtained from meat and less from bread and 
other starchy foods. In 1954 the population ate 50% more meat 
and 15% more sugar and drank 20% more tea than in 1951. 
The consumption of those foodstuffs that have increased sharply 
in price, such as tea and meat, has increased. In 1954 the popu- 
lation spent 137 million dollars more on sweets and ice cream 
than it spent on milk and 364 million dollars more than it spent 
on bread. The consumption of sweets was 7 oz. a head before 
the war, and 8.5 oz. in 1954. The British Medical Association 
figures reported the diet of pensioners as being adequate both in 
energy value and in all the important nutrients. 


Public Health in Hong Kong.—The British colony of Hong 
Kong, which includes the city of Victoria, with a population of 
2,500,000, is administered with the most up-to-date methods, 
and there is much in its set-up that could serve as a model to 
some allegedly more civilized countries and cities. It is, however, 
hard to educate the poorer classes into modern ideas and 
methods, as is shown by the large number of deaths there from 
diphtheria. Furthermore, whereas the birth and death rates in 
Britain and the United States are slowly approaching equality, 
in Hong Kong the birth rate is still over four times as great as 
the death rate. In the “Government Health Return” for the 
week ending Jan. 22, 297 cases of tuberculosis with 65 deaths, 
52 cases of diphtheria with 6 deaths, 25 cases of measles with 
one death, 8 cases of dysentery with 2 deaths, 9 cases of 
amebiasis with one death, and 11 cases of typhoid with one 
death were reported. Other reportable diseases for the same 
period were: chickenpox with 22 cases: malaria with 4 cases; and 
poliomyelitis, whooping cough, and puerperal fever with one 
case each, 


Assistants in General Practice.—A note in the British Medical 
Journal of April 2, 1955, states that since early in 1953 the 
employment of assistants in general practice has been the subject 
of controversy. Some young physicians have a hard time getting 
a start, and one of the chief causes is the blocking of promotion 
by a hard core of principals who advertise vacancies as offering 
a promising future and yet take none of a succession of assistants 
into partnership. The number of so-called permanent assistants 
is falling, however, and the number of partnerships is increasing. 
One remedy would be for the prospective assistant to enter into 
a written agreement with the principal, a precaution that is often 
neglected. 


Broadcast Postgraduate Study.—At a meeting of the Council 
of the British Medical Association on March 2 a letter was read 
from the New York Academy of Medicine asking for the co- 
operation of the association in arranging for a number of ad- 
dresses by prominent British medical men to be included in the 
postgraduate radio program of the academy. The cooperation 
of the British Broadcasting Corporation had been promised to 
the extent of providing a talks director and a recording studio. 
The academy suggested certain names of speakers and topics 
that would be particularly welcome for broadcast talks in the 
United States. The Council approved the idea of cooperation. 


Medical Manpower.—A committee has been appointed to in- 
vestigate Britain’s medical manpower. (Brit. M. J. 1:548 |Feb. 
26| 1955). Mr. Arthur Blenkinsop, Member of Parliament, in a 
letter to the Times, is concerned that the committee should keep 
before it “the great need for a further reduction in the size vf 
general-practitioner lists.” He expresses surprise that the govern- 
ment should even be “contemplating any form of restriction of 
entry into a profession,” and he notes the absence on the com- 
mittee of “any representation of the public interest.” The Irish 
Times, on the other hand, has been quick to see a possible threat 
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to Irish physicians. “If a decision is taken in Britain to limit 
entry to the medical faculty,” said the paper in an article on 
Feb. 23, “a big problem will arise in the placing of Irish doctors, 
many of whom find openings in Britain.” 


Evaluation of Hematinics.—Dr. C. F. Hawkins has devised a 
test for assessing the effect of hematinics in the macrocytic 
anemias (Brit. M. J. 1:383, 1955). The serum iron level was 
studied before and after therapy in 100 patients with pernicious 
anemia, the sprue syndrome, and anemia associated with liver 
disease or pregnancy. Treatment was with vitamin By or folic 
acid. The blood for serum iron estimation was always taken at 
about 10 a. m. to avoid errors due to diurnal variation. In 60 
patients treatment was effective, and in every case the serum 
iron fell to a low figure; in 40 the hematinic was ineffective 
and the serum iron level remained within the same limits as 
before treatment. The fall in serum iron after successful treat- 
ment was striking and abrupt and occurred within 48 hours of 
administering the hematinic. A fall in the serum iron level is 
probably the earliest sign of a hematological response and pre- 
cedes the reticulocyte response. Estimation of the 48-hour serum 
iron level is a useful method of assessing the effect of hematinics 
in treating the macrocytic anemias. The test is useful if the level 
of the initial erythrocyte count is such (3 million cells per cubic 
millimeter or more) that the reticulocyte change is slight or in- 
conclusive and in outpatient work where the patient cannot 
attend for daily reticulocyte counts. It is also helpful in 
severely ill patients, in whom delay may be dangerous. The 
study of the macrocytic anemias and their response to various 
hematinics is becoming a complex problem, and it may be that 
a simple test of this kind with a precise and sharp end-point 
will be of value. 


Visit Refused by Physician.—A London physician, two days 
after visiting a woman ill with influenza who had a temperature 
of 102 F, was telephoned by her husband, who asked him to 
call again to determine whether the patient was well enough to 
go to a dance the next day. He told the husband that he would 
visit her again only if it was necessary on medical grounds. This 
was reported to the London Executive Council of the National 
Health Service. The husband had complained that the physician 
did not visit his wife when required. The Council agreed there 
had been no failure by the physician to comply with his terms 
of service. The physician stated that on the morning of the 
dance the husband again telephoned to ask whether his wife 
could go to another dance two days later. He told the husband 
he could not visit a patient for such a frivolous purpose. The 
husband became abusive. Because of his hostile attitude, the 
physician arranged for the woman’s removal from his list of 
patients. 


Merit Awards.—In the House of Commons on Feb. 28 Mr. 
Beresford Craddock asked the Minister of Health on what basis 
the merit award was given to consultants in the Health Service 
over and above their salaries and why the identity of the physi- 
cians granted these awards from public funds was not published. 
The Minister replied that the committee set up to recommend 
awards was required by its terms of reference to base its recom- 
mendations on professional distinction. In his view, publication 
of names would not be in the best interests of the Health Service 
because, if it were known which consultants got class A, B, or 
C awards, the patients seen by some might think they were not 
getting the best treatment. That would not be the case, because 
factors other than clinical ability are taken into account. The 
same view had always been taken by his predecessors, and he 
believed it to be right. 


The Forgotten Sponge.—Another case of the forgotten sponge 
has achieved unenviable publicity. Damages of $8,400, with 
costs, was awarded to Mrs. Urry, aged 31, and a further $3,209 
special damages was awarded to her husband. The Urrys sued 
the Harley Street obstetrician who performed a cesarean section 
on Mrs. Urry and the Harley Street Nursing Home, where the 
operation was performed. The judge decided that the ob- 
stetrician and his operating room nurse were equally negligent. 
Six days after the cesarean section another surgeon operated 
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and removed the sponge that had been left in the abdomen. The 
judge said that there was hope that Mrs. Urry would be cured 
physically, but psychologically there had been terrible damage. 
The operating room nurse and her assistant both counted the 
sponges aloud but made an error in the count. 


INDIA 


Central Health Council.—The third annual meeting of the Cen- 
tral Health Council was held in January in Lucknow. Although 
interest in community health projects is great, these projects 
have been impeded by a lack of funds and a shortage of trained 
personnel. A further difficulty has been found in getting physi- 
cians to settle in rural areas, and the few that have done so 
have been of relatively low caliber or have left at the first oppor- 
tunity for better prospects in a city. In March, 1954, after dis- 
cussions between the government of India and the United States 
technical cooperation mission, it was decided to increase the 
number of antimalarial units to 136 by the end of 1955. The 
World Health Organization and the United Nations Inter- 
national Children’s Emergency Fund have jointly built a plant 
for the manufacture of chlorophenothane at Delhi and the 
government of India proposes to erect a similar factory. After 
a survey made by the secretary of the Indian Council on Medical 
Research, special scholarships are being awarded in different 
subjects ranging from psychiatry to anatomy, and 20 suitable 
candidates have already been selected. The government of India 
has been running a nutritional research center in Coonoor and 
Madras for several years to determine which vegetable proteins 
that can be produced cheaply are useful in supplementing protein 
deficiencies. In order to raise the standard of medical education 
the government is seeking to raise the salaries of full-time teach- 
ers so that they will not be so sorely tempted to enter private 
practice. 


Cortisone in Epidemic Edema.—An outbreak of epidemic 
edema in the western part of India was reported by Shah and 
Lewis (J. Indian M. A. 24:245 |Jan. 1| 1955), One whole family 
was affected and one member died. One woman had continuous 
fever, diarrhea, and erythema of the lower extremities in addition 
to the edema. Her temperature did not come down in spite of 
antibiotic and antiamebic treatment. A small nodule developed 
on her face. She had anemia, moderate leukocytosis, and in- 
creased levels of serum urea and noprotein nitrogen. There was 
marked reduction in her serum albumin but her serum globulin 
was increased. Because the clinical findings and serum protein 
disturbances suggested a collagen disease, cortisone was given. 
This was followed by a prompt fall in temperature and a gradual 
subsidence of all signs and symptoms including the nodule on 
her face. Similar hematological changes were seen in other 
residents of the same locality, some of whom showed no signs 
of epidemic edema. 


Pharmaceutical Report.—The report of the Pharmaceutical 
Inquiry Committee stresses the necessity of giving top priority 
to indigenous manufacture of pharmaceuticals. The import 
policy of the government should be to restrict the imports of 
ordinary preparations like vitamins. Foreign capital and manu- 
facturers should be welcomed for the manufacture of essential 
and highly complicated preparations, some of which are not 
produced by the indigenous industry. As already a sufficient 
supply of galenicals is available, new factories for the manu- 
facture of galenicals should be discouraged. A higher licensing 
fee and minimal standards regulating the premises of factories, 
their equipment, and technical staff are required to eliminate the 
several “mushroom” concerns that arose during the war years 
and that have been responsible for the prejudice against in- 
digenous manufacturers that still exists in the medical profession. 


Malaria Control.—It is estimated that 76 million people in India 
suffer from malaria every year. The case fatality rate is about 
10.5 per 1,000. Under the National Malaria Control program 
8,500,000 houses have been sprayed with chlorophenothane since 
April, 1953. In the same period 345,000 active cases of malaria 
have been treated. 
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Cardiovascular Surgery.—At the third Inter-American meeting 
of the American College of Surgeons in Lima in January Dr. 
Alfred Blalock of Baltimore said that progress in cardiovascular 
surgery has been greatly facilitated by newer and safer anesthetic 
techniques. The premedication should diminish the patient's 
apprehension and the secretions of the respiratory tract. Atropine, 
at doses slightly larger than those usually used, should be given 
to produce a more steady vagolytic action. Morphine and 
meperidine should be given in amounts that have minimal effects 
on the respiration and blood pressure. In the absence of pain 
barbiturates are preferred. Tranquil induction of anesthesia, 
intubation of the patient after adequate hyperventilation and 
oxygenation, maintenance of the patient at superficial levels of 
anesthesia, and perfect pulmonary ventilation and oxygenation 
during the operation are essential. 

On the other hand, a number of tools have been devised to 
facilitate the surgical techniques. The Potts’ multidented forceps 
permits the tissues and blood vessels to be held without tearing. 
Potts and Smith have designed an instrument that allows partial 
occlusion of the aorta, thus aiding the surgical anastomosis be- 
tween the pulmonary and the general circulation, especially in 
infants with the tetralogy of Fallot. Potts has also invented a 
bistoury and an umbrella-like dilator, both of which have re- 
duced the hazards of the operation for pulmonary stenosis. 
Scissors are more suitable than a bistoury in the surgical handling 
of the great vessels, the Metzenbaum type being the type most 
commonly used. The surgeons must dissect the vessel at the 
adventitial level to liberate it more readily from the surrounding 
tissues. In this type of work, unlike operations on other parts of 
the body, the blood vessels are not tied and thereafter lost, but 
must be used for the recanalization of the blood stream. The 
goal of the operation is defeated if the vessel is so damaged as 
to require its ligature. Because a clear and bloodless surgical 
field is essential in this type of operation, the field is continuously 
irrigated with saline solution. This also prevents excessive drying 
of the tissues. 

Frozen desiccated grafts are in many respects superior to fresh 
grafts, because of their greater survival rate and a lower in- 
cidence of thromboembolic episodes; however, in spite of the 
growing medical literature reporting good results with arterial 
homografts, whether in the surgical management of aortic co- 
arctation or aneurysms or in the repair of damaged arteries and 
the replacement of blood vessels infiltrated by neoplastic tissue, 
it is still too early for a final judgment on its real efficacy, 
especially in regard to the length of time the grafts will survive. 
It is too early also to reach definite conclusions regarding nylon 
tubes and other plastic materials used to replace large arteries, 
although preliminary reports are promising. 

Hypothermia has reduced the hazards of cardiovascular sur- 
gery and has made possible a more prolonged standstill of the 
blood stream, thus permitting a better achievement of certain 
intracardiac procedures. Patients, especially children, with pul- 
monary stenosis producing deep cyanosis, when Operated on, 
are likely to show acute cardiac failure as a result of the severe 
hypoxia, but this can be obviated by means of a degree of hypo- 
thermia sufficient to reduce the body’s oxygen requirements. The 
routine use of hypothermia for the surgical management of 
heart disease with deep cyanosis is, however, unnecessary in 
most patients. On the other hand, if it were possible to interrupt 
the blood stream for 10 to 15 minutes and to operate on a clear 
intracardiac surgical field, some inoperable heart lesions would 
be amenable to surgical treatment. Unfortunately, hypothermia 
is attended by certain undesirable physiological changes. For 
example, manipulating the heart of patients under hypothermia 
may produce an intractable type of ventricular fibrillation, and, 
when the oxygen consumption of the tissues is greatly diminished, 
there is an increase in blood viscosity, a progressive increase 
in the hematocrit level, and a protracted shock-like state. The 
hypothermia per se, regardless of the surgical procedure, can 
therefore result in high morbidity and mortality rates, and, in 
spite of being available for most vascular operations, its in- 
discriminate use is not justified. 


FOREIGN LETTERS 771 


Even though mechanical substitutes for heart and lungs in 
human beings are technically feasible, their development has not 
reached a level sufficient to warrant their use. It is likely, how- 
ever, that in the near future the use of a mechanical heart-lung 
will make possible the surgical approach to interventricular 
septum defects and other congenital cardiac anomalies, for 
which there is now no satisfactory treatment. 


Neoplasms of the Testes.—At the same meeting Dr. W. F. Whit- 
more of New York said that tumors of the germinal epithelium 
comprised more than 95% of all neoplasms of the testes and 
are usually very malignant. Although each of them (seminoma, 
teratoma, embryonal carcinoma of testis, choriocarcinoma, and 
teratocarcinoma) can occur independently, two or more are often 
present simultaneously. All of them tend to progress rapidly 
unless treated early, and, if this is unsuccessful, about 80% of 
the patients die within two years after the diagnosis is made. 
Seminomas and teratomas show relatively less malignity than 
the others, and, in all of them, local expansion is rare. The three 
basic procedures in the management of these tumors are 
orchiectomy, roentgen therapy, and dissection of the retro- 
peritoneal lymph nodes. Orchiectomy is the most important, 
because it permits not only the wide removal of the primary 
tumor, but also an adequate histopathological study of the 
malignant tissue. There is no reliable evidence for considering 
that the resection of the homolateral retroperitoneal lymph 
nodes per se has increased the five year survival rate. The number 
of patients who have had this operation is too small to warrant 
definite conclusions. Furthermore, it is difficult to evaluate the 
extent to which the use of roentgen therapy as a therapeutic 
adjuvant improved the results obtained. Part of the credit should 
probably go to improved diagnostic methods. 

If there is no evidence of metastasis, the following treatment 
is used: (1) for seminoma, orchiectomy followed by irradiation 
with a total dose of 2,000 r given over a period of three weeks 
(if there is evidence of retroperitoneal metastasis, this region 
must also be irradiated); (2) for embryonal carcinoma of testis 
and teratoma, orchiectomy followed by resection of the retro- 
peritoneal lymph node, and irradiation to the latter area with 
a total dose of 3,000 to 4,000 r given over a period of four to 
six weeks; and (3) for choriocarcinoma, orchiectomy followed 
by irradiation with a total dose of 3,000 to 4,000 r over a 
period of four to six weeks. The area containing the homolateral 
retroperitoneal node must be similarly irradiated. Far-advanced 
inoperable tumors with distant metastases must be treated by 
means of orchiectomy and irradiation to the metastases. Al- 
though this treatment is only palliative, the 25% of patients 
with advanced seminomas survive five years or more after the 
roentgen therapy is applied. 


Antibiotic Therapy in Neurosurgical Infections.—At the third 
Inter-American meeting of the American College of Surgeons 
in Lima in January, G. Garrido Leca and F. Cabieses stated that 
antibiotics should not be applied indiscriminately in every neuro- 
surgical operation, because the surgeon runs the risk of depend- 
ing more on the antibiotic than on aseptic surgical technique. 
Nevertheless, in the treatment of open, infected, traumatic 
wounds the surgeon may be forced to use antibiotics locally. 
The following bacteriological principles must be borne in mind 
for the proper application of antibiotics in neurosurgical infec- 
tions: 1. Intrinsic factors of the wound may act against both 
the antibiotic and the bacteria in their latent period. 2. When 
the authors gave the antibiotics by oral or parenteral routes, side- 
reactions were observed in 5% of the patients, but, when the anti- 
biotics were used locally, allergic manifestations were observed 
in 25%. 3. The antibiotics have a toxicity of their own. In the 
infected wound, the presence of devitalized tissue, blood clots, 
and serous exudates creates a favorable ground for the repro- 
duction of bacteria; therefore, the surgeon should remove all 
dead tissue and blood clots, either through a surgical procedure 
or by using streptoginase and streptodornase, except when the 
hemolytic streptococcus is found to be the infectious agent. This 
pathogen produces antistreptokinase. In the sensitivity tests for 
antibiotics against different bacteria, one should realize that, 
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although this procedure gives some indication of the result to be 
expected, it is not infallible. In the treatment of chronic abscesses 
with penicillin, the crystalline salts are preferred because, al- 
though they give a low blood concentration, they remain in the 
blood over a long period and permit a deeper penetration of the 
drug into the fibrin barrier. If necrosis occurs, it is impossible 
to maintain effective amounts of antibiotics in the tissues because 
of the lack of blood circulation into these zones. Penicillin, 
bacitracin, and neomycin used intracerebrally, intracisternally, 
and/or intrathecally cause no reactions in doses up to 10,000 
units and, given intraventricularly, in doses up to 5,000 units. 
Streptomycin is neurotoxic and should not be used in doses 
greater than 5 mg. into the ventricle or cisterna and not greater 
than 10 or 15 mg. intrathecally. Polymyxin should be given only 
when the causative organism is resistant to all other antibiotics. 
The dose when given by intraventricular, intracerebral, and 
intracisternal routes is 0.5 mg. and when given intrathecally is 
1 mg. 


Neuroplegics in Anesthesia.—At the same meeting A. Raffo 
Uzategui and A. Untiveros Ruiz stated that the advantages de- 
rived from the use of neuroplegics in anesthesia are: 1. The 
reduction in the basal metabolism facilitates the anesthesia and 
diminishes susceptibility to shock. 2. The amount of anesthetic 
required is cut in half, thereby reducing toxic side-effects. 3. 
Prolonged operations on patients considered to be poor surgical 
risks are made possible. 4. Postoperative complications are 
reduced or eliminated. 5. The necessity for morphine in both 
preoperative and postoperative periods is obviated. The authors 
presented a series of 537 patients in whom anesthesia was ob- 
tained with the assistance of neuroplegics. A slight tachycardia 
was Observed in 60° of these patients. A light and transitory 
drop of the arterial pressure (10 to 20 mm. Hg) was produced 
in 80%. Of the five patients who died, death in three was caused 
by pulmonary embolism, but it is doubtful that this was related 
to the use of the neuroplegics. Only one death caused by a 
marked and persistent bronchospasm was attributed to the lytic 
cocktail itself. This patient was not helped by epinephrine. The 
drugs used to produce the neurovegetative blocking are such 
synthetic antihistaminics as Neo-Antergan Maleate, Phenergan, 
Diparcol, procaine, meperidine, atropine, curare, and, above all, 
chlorpromazine. 

The authors also presented a series of 21 patients in whom 
ganglioplegics were given as an adjuvant to spinal anesthesia for 
abdominal and pelvic operations. Every untoward effect observed 
during and after the usual spinal anesthesia is checked by the 
use of ganglioplegics. A lytic cocktail containing 25 to 50 mg. 
of chlorpromazine, 50 mg. of Phenergan, 100 mg. of meperidine, 
and 0.25 mg. of atropine sulphate is injected intramuscularly 
90 minutes before the operation. Phenergan is also given orally. 
During the operation, a lytic cocktail is given intravenously, 
the dose varying with each patient. Thus, all manifestations of 
vagotonia are abolished, and such postoperative meningeal re- 
actions as photophobia, agitation, delirium, somnolence, stiffness 
of the neck, and headache are prevented or greatly diminished. 
The authors concluded by encouraging the widespread use of 
ganglioplegics in both spinal and general anesthesia. 


Death of Dr. Maldonado.—Dr. Angel Maldonado Alcazar, 
director of the University Institute of Pharmacy, and later di- 
rector of the School of Pharmacy and Applied Chemistry, San 
Marcos University, died on Jan. 30. He founded the medical 
laboratories “Maldonado” and was a member of the National 
Academy of Medicine and of many national and foreign scien- 
tific and medical societies. He served as president of the fifth 
South American Congress of Chemistry held at Lima in 1951. 


Physical Medicine and Rehabilitation.—In February the Peru- 
vian Society of Physical Medicine and Rehabilitation was cre- 
ated. Its president, Dr. Carlos Bustamante Ruiz, also presided 
at the sixth convention of the Latin American Congress of 
Physical Medicine and Rehabilitation held in Lima in February. 
Since 1941, a department of physical medicine and rehabilitation 
has been functioning at the Hospital Obrero of Lima, and similar 
departments exist at the Army, Navy, and Police hospitals and 
the San Juan de Dios’ Clinic of Lima. The creation of a course 
in physical medicine in the medical curriculum of the San Marcos 
University is being encouraged. 


J.A.MLA., July 2, 1955 


SWEDEN 


Adrenalectomy for Breast Cancer.—At the Caroline Hospital in 
Stockholm John Hellstrom has reported on 51 patients with mam- 
mary cancer treated since January, 1953, by bilateral adrenal- 
ectomy (Nordisk medicin, April 21, 1955). Between January, 
1953, and January, 1955, there has been some change in the 
indications for bilateral adrenalectomy, which at the beginning 
of this period was reserved for patients with advanced mammary 
cancer found to be refractory to hormone treatment after radio- 
therapy. More recently bilateral adrenalectomy has occasionally 
been extended to earlier cases of mammary cancer not given 
hormone treatment previously. In the present series only one 
patient died of the operation. There were also six deaths within 
a month of the operation for which the operation could not be 
held responsible. In 35 patients the operation was followed by 
an immediate improvement, but in 11 of these deterioration set 
in again. In 14 patients the primary improvement lasted six 
months or more. In some patients the pain ceased directly after 
the operation, and in many relief from pain persisted even when 
the cancer progressed and proved fatal. The operation also 
effected in several patients a sense of well-being with improve- 
ment of the appetite and gain of weight. In some the original 
tumor dwindled in size or seemed to disappear altogether, and 
ulcers underwent more or less complete epithelization. Bone 
metastases also showed improvement. Hellstr6m finds it difficult 
to explain why some of his patients did so well and others so 
poorly in response to bilateral adrenalectomy. Some of its 
failures may be due to the presence of accessory suprarenal 
bedies left in place. The most important factor is probably the 
arrest or reduction of estrogen formation in response to the 
operation, and it seems certain that the supplementary oophorec- 
tomy, undertaken when the patient’s age did not preclude the 
possibility of ovarian activity, contributed to the good results 
obtained. It is still toe early to decide whether hypophysectomy 
yields better results than oophorectomy plus adrenalectomy. 


Early Ambulation for Cranial Lesions.—At the neurological 
department of the Serafimer Hospital in Stockholm an attempt 
has been made to break away from the conventional treatment 
of cranial lesions by prolonged rest in bed. Miller and Naumann 
have compared the old system with a combination of early 
ambulation and psychotherapy (Svenska ldkartidningen, April 
15, 1955). Illustrative of the old system is a series of 531 patients 
treated for cranial lesions in 1949 and 1950. The insurance com- 
pany dealing with these patients found that 35% were on the 
sick list for more than two months and 13% for more than six 
months. In contrast 175 patients were treated with the new 
methods between February, 1953, and July, 1954. As many as 
75% of these had been mentally handicapped before the acci- 
dent, and 40 patients had such serious ailments as addiction to 
alcohol or drugs. There were also 32 patients who had suffered 
from some form of mental stress at the time of the accident. 
Fifteen patients with severe extracranial as well as cranial lesions 
were dropped from the study leaving 160. Half of these were 
up and about again within the first three days of hospitalization, 
and 90% were up within the first week. A follow-up examina- 
tion in the autumn of 1954, after an observation period of a 
year or more in about half the patients, showed that 155 were 
as fit for work as they had been before the accident and 96% 
were back at work within eight weeks of the accident. While the 
psychotherapy practiced on most of these patients was confined 
to verbal assurances that the injury was not dangerous and that 
any present discomfort would pass off quickly leaving no per- 
manent injury to the brain, every sixth or seventh patient was 
given more active and intense psychotherapy. 


Blood Tests for Alcohol.—When a traffic accident calls for im- 
mediate tests for alcohol in the blood, the cooperation of physi- 
cians and the police may be put to a severe strain, A 29-year-old 
man was brought to the hospital unconscious after a motorcycle 
accident. Concussion of the brain, fracture of the cranium and 
right clavicle, and various other lesions were diagnosed. As con- 
sciousness began to return he was apparently in great pain so 
morphine was injected. Directly after he had been put to bed, 
two policemen appeared and requested sampling of the blood, 
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for alcohol. The physician in charge refused to take a sample 
on the ground that the patient required complete rest. This re- 
fusal was challenged by the lay authorities who demanded a 
ruling on the subject from the medical authorities. Professor 
Séderlund who was called on as a representative of the Doctors’ 
Liability Committee, decided that the taking of a sample of 
blood would aot have hurt the patient. 


Infectious Diseases in 1954.—The data issued by the Swedish 
Ministry of Health concerning infectious diseases in 1954 illus- 
trate how the incidence of these diseases fluctuates from year to 
year. Only one case of diphtheria was reported in 1954, whereas 
in the previous year there were 13 such cases and the average 
was 820 for each of the years 1944 to 1953. In 1950 over 34,000 
cases of scarlatina were reported, and in 1954 it was 5,545. 
Reported cases of poliomyelitis (including nonparalytic as well 
as paralytic forms) have shown wide fluctuations from year to 
year, with a peak of 5,090 in 1953. In 1954 only 1,009 cases 
were reported. In 1953 there were 8,760 reported cases of 
paratyphoid and in 1954 only 789. Reported cases of epidemic 
jaundice reached their maximum in 1948 with 11,736 cases, and 
in 1954 there were only 1,101. 


Legal Abortion.—The subject of legal abortions was again de- 
bated in Parliament. Some, but not all, of the available data are 
reassuring. The number of legal abortions dropped from 6,328 
in 1951 to 4,915 in 1953, but in 1954 rose to 5,117. There is a 
strong feeling here that more can be effected by social reforms 
for easing the lot of pregnant women than by tampering with 
the laws governing the specific indications for the legal induction 
of abortion. 


TURKEY 


Sequelae Poliomyelitis—tIn the Bulletin of Istanbul Medical 
Faculty (vol. 17, no. 1) Shakir and Eroglu reported 84 operations 
in 62 of 322 patients who applied for correction of deformities 
of the feet after poliomyelitis. The patients were 2 to 25 years 
old. The 2-year-old patient had poliomyelitis when 2 months old. 
In all patients the corrections were made more than two years 
after the onset of the disease. In seven patients deformities of 
both feet were corrected. The 84 operations included 23 pos- 
terior, 17 bilateral (Ducroquet-Launey method), 13 mediotarsal, 
10 external lateral (Erlacher method), 4 external anterior, 4 in- 
ternal lateral, 4 bilateral and posterior (Nové-Josserand method), 
3 internal lateral, and 3 subastragalar arthrodeses, | tarsotibial 
arthrodosis, and 2 posterior bone blocks (Campbell method). 
Follow-up in 23 patients revealed that good stabilization had 
been obtained in 9 of 17 bilateral arthrodeses and in the bilateral 
and posterior arthrodeses and the posterior bone blocks, For 
the arthrodeses tibial grafts were used. Refrigeration not being 
available, the heterogenous bone graft did not result in satis- 
factory stabilization. In two thirds of the external lateral arthro- 
deses good results were obtained. Arthrodesis was preferred in 
children over 7 years of age because it insured better stabiliza- 
tion. After the operation the leg was put in a plaster cast up to 
the knee for 10 days. A second cast was worn for 8 to 10 weeks, 
then orthopedic boots were worn and physical therapy was given. 
Some patients were hospitalized for three or four months. Walk- 
ing while in the plaster cast, its premature removal, or wearing 
unsatisfactory orthopedic boots alversely affected resorption 
and bone grafts. 


Tuberculosis and Isoniazid Therapy.—In the same bulletin (vol. 
17, no. 1), Kastarlak, Onen, and Gérpe reported the effect of 
isoniazid therapy in a 23-year-old man with peritoneal and pul- 
monary tuberculosis. Four months prior to admission to the 
hospital! he had anorexia, loss of weight, profuse sweats, and 
fever. On admission his temperature was 100.4 F. His abdomen 
was distended and hard tender masses were palpable. He had 
mucous diarrhea. His scanty sputum did not show tubercle 
bacilli, either by direct smear or culture. His tuberculin reaction 
was negative. His sedimentation rate was 102. A diagnosis of 
fibrocaseous tuberculous peritonitis was made. He received sulfa- 
guanil and a daily dose of 1 gm. of streptomycin parenterally. 
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After three weeks his temperature remained below 98.6 F but 
an omphalic fistula developed. Streptomycin therapy was supple- 
mented with p-aminosalicylic acid, which was also locally applied 
to the fistula. Although the patient remained afebrile, the ad- 
ministration of 50 gm. of streptomycin and 300 gm. of p-amino- 
Salicylic acid only slightly improved his condition and his sedi- 
mentation rate was still high when he left the hospital. 

On readmission five months later it was found that he had 
a diarrhea of long standing and the omphalic fistula persisted 
and also the hard masses in the distended abdomen. He had a 
cough and abundant mucopurulent expectoration. Roentgeno- 
grams disclosed several large clavicular cavities and bilateral 
tibrocaseous tuberculous infiltrations. The erythrocyte count was 
2,500,000 per cu. mm.; the leukocyte count was 7,000 per cu. 
mm.; and the hemoglobin level was 56%. Sputum smears and 
cultures revealed tubercle bacilli. The sedimentation rate was 
100. The patient received 5 mg. of isoniazid by mouth per kilo- 
gram of body weight. After two weeks his temperature remained 
below 98.6 F and his subjective symptoms had disappeared. The 
omphalic fistula closed after a month and the hard abdominal 
masses were scarcely palpable. The number of tubercle bacilli 
in his sputum gradually decreased, and after three months his 
sputum was negative. Monthly radiographic examinations also 
showed progressive improvement, although there was a slight 
regression in the third month, and, with the exception of a small 
cavity in the apex of his left lung, the fibrocaseous infiltrations 
had completely disappeared after five months of treatment. At 
the initiation of the isoniazid therapy the patient weighed 41 kg. 
At its termination he weighed 67 kg.: his sedimentation rate 
was 5; his erythrocyte count was 4,400,000 per cu. mm.; and 
his hemoglobin level was 80%. 


Pulmonary Moniliasis.—In AliniA (vol. 10, no. 1) Temel de- 
scribes a case of pulmonary moniliasis in a 16-year-old boy. 
The onset of the disease, three months prior to admission, was 
marked by loss of weight, malaise, perspiration, pain in the chest 
when breathing, a cough productive of mucopurulent sputum 
that smelled like brewer's yeast, and fever. He stayed in bed 
for a month. The fever subsided and he went back to work for 
a week, then he had a relapse. On admission his temperature 
was 101.3 F, his pulse rate was 110 beats per minute, and his 
blood pressure was 120/80 mm. Hg. At the base of his left 
lung subcrepitant rales were heard; fremitus and breath sounds 
were diminished; and at the apex there were subcrepitant, bron- 
chial, and moist rales. A roentgenogram revealed a fluid level 
at the base of the left lung and dense exudative infiltrations 
at the hilus of both lungs. Thoracentesis yielded a serofibrinous 
fluid. The Rivalta reaction was positive. The erythrocyte count 
was 3,700,000 per cu. mm. The leukocyte count was 7,400 per 
cu. mm. with 69% neutrophils, 25% lymphocytes, 4% eosino- 
phils, and 2% monocytes. The sedimentation rate was 60. After 
the administration of iodine and antibiotics, the sputum became 
gelatinous and sputum smears revealed an abundance of Candida 
albicans, large colonies of which were later grown by the 
Sabouraud method. Profuse perspiration and dyspnea increased 
and the patient died. 


Pericarotid Sympathectomy.—lIn the Bulletin of Istanbul Univer- 
sity Medical Faculty (vol. 17, no. 3) Giirkan and Kocaoglu 
reported the results obtained with pericarotid sympathectomy 
in four patients with chronic polyarticular rheumatism. The 
first patient was a 30-year-old man with chronic polyarticular 
ankylosed rheumatism and deformity of 18 months duration. 
Treatments had given him temporary relief that was followed 
by periods of great pain. On admission he could not feed him- 
self, all joints were ankylosed, his right hand and wrist were 
greatly deformed, he could only move three fingers of his left 
hand, and there was marked flexion of both hip joints and 
marked muscular atrophy. With the patient under local-regional 
anesthesia, pericarotid sympathectomy on the right was per- 
formed. The pain soon ceased, and after 24 hours the ankylosed 
joints became mobile, he could raise himself, raise his arms and 
touch the nape of his neck. There was further improvement after 
pericarotid sympathectomy on the left, performed a few weeks 
later. He became active and was able to feed himself and, al- 
though there was marked deformity of hips and knees, mobility 
was markedly improved. 
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The second patient was a 22-year-old soldier. For four years 
prior to admission he had had severe intermittent attacks of 
redness and swelling of the joints. He was often bedridden for 
months. Treatments had had little effect. He arrived in great 
pain at the hospital on a stretcher. He had a temperature of 
101 F and a pulse rate of 98 beats per minute. His shoulders, 
elbows, wrists, finger joints, knees, and ankles were swollen, 
flexed, and stiff. He had no organic abnormalities. Under local- 
regional anesthesia the carotid body was removed and a bilateral 
pericarotid sympathectomy performed. On the following day the 
patient was free from pain and was able to move. For a few 
days he had a temperature of 101.3 F because of a slight pul- 
monary congestion. He soon regained the use of his arms and 
legs. Follow-up after five months revealed that he was in good 
health. 

The third patient was a 27-year-old man. For 13 years prior 
to admission he had been treated for chronic polyarticular rheu- 
matism. He had been given salycilates, aminopyrine, calcium, 
vitamins C and By, corticotropin, and cortisone without benefit. 
His knees and hips were flexed, and there was marked deformity. 
His erythrocyte count was 3,200,000 per cu. mm.; his leukocyte 
count was 15,930 per cu. mm.; and his hemoglobin level was 
70%. His sedimentation rate was 35 mm. A bilateral pericarotid 
sympathectomy was performed, but no marked benefit was ob- 
served, and the patient was returned to the medical department 
for further therapy. The fourth patient was a 21-year-old man. 
He had had chronic polyarticular rheumatism for 15 years. For 
two and a half years prior to admission he had been unable to 
walk. Physiotherapy had no beneficial effect and neither had 
corticotropin and cortisone. At the hospital he received 3 gm. 
of corticotropin and 6 gm. of cortisone for 75 days. No improve- 
ment other than slight relief from pain was observed. Diathermy 
gave him no relief. Sympathectomy decreased his pain somewhat. 


Ascaris Tumor.—Dr. Halil Ciray of the Ankara General Hos- 
pital reported a 30-year-old woman with intestinal torsion as a 
result of an Ascaris tumor. For 14 hours prior to admission she 
had had severe abdominal pain, vomiting, and diarrhea. She 
had a temperature of 100.4 F and a pulse rate of 110 beats per 
minute. Pelvic examination reveale’ a normal uterus with 
tenderness on the right side. A diagnosis of right ovarian tumor 
was made and laparotomy was performed. The peritoneum con- 
tained 100 cc. of a serous fluid. The uterus and ovaries were 
normal. The abdomen contained a purple mass of intestines 
measuring about one meter. In this area, which was distended 
with a mass of ascarides, there were three acute kinks. When 
straightened out the intestines regained their normal color. To 
prevent paralytic ileus the distended area was carefully replaced. 
One gram of streptomycin and isotonic sodium chloride solution 
was poured into the abdomen, which was then closed. The pa- 
tient received a daily injection of 0.004 gm. of strychnine for 
five days to induce peristalsis. Recovery was uneventful. Ascari- 
dol, given on the sixth postoperative day, resulted in nausea 
and vomiting. Enemas were given. On the eighth day the patient 
was discharged. She returned after two weeks and was given 
santonin. After two days she passed 15 to 20 worms a day for 
three days and on the fourth day passed hundreds of large and 
small worms. 


Porokeratosis.—In the Bulletin of Istanbul University Medical 
Faculty (vol. 17, no. 2) Inceday and Yemni described a 55-year- 
old man with porokeratosis. Thirty-five years prior to admission, 
when in the army, small blisters had developed on his hands and 
feet. He had received local treatment for the blisters and was 
discharged. Since then he had used home remedies, without 
benefit, and the condition had increased in severity. On ad- 
mission large plaques, edged by polycyclic warts, atrophied in 
the center, were seen on the backs of his hands and feet and 
on the right side of his lower lip. He had a horny growth on 
his scrotum and penis and hyperkeratosis of the lobe of his right 
ear. His buccal mucosa and the right edges of his tongue had 
several plaques, and he had a large plaque in the anus region. 
For several years the plaques had been tender and painful. 
Biopsy specimens revealed progressive surface hyperkeratosis and 
papillar proliferation covered with many flat layers of epithelial 
tissue, a few lymphocytes in the small arteries, and inflammation 
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and destruction of the histiocytes. The patient was given pal- 
liative treatment and was discharged. His father and a male 
relative have the same condition. 


Carob Flour for Infantile Diarrhea.—In Klinik (vol. 12, no. 9) 
Ertat reported the results with carob flour preparations in the 
treatment of 30 infants with diarrhea. No antibiotics were given. 
Some patients were given carob flour alone, and some were given 
carob flour with buttermilk. Infants up to 6 months old received 
a 5% solution of the flour, and those over 6 months old were 
given a 10% solution. The patients were from 1 to 24 months 
old and had hyperproteosis, otitis media, dyspepsia, pyoderma- 
titis, aerophagia, bronchitis, bronchopneumonia, pleuritis, tox- 
emia, furunculosis, atelectasis, infectious mononucleosis, chicken- 
pox, diarrhea, or tuberculosis. All were dehydrated. Six of the 
patients had enteritis and four had gastrogenic diarrhea. In three 
of these the diarrhea ceased within two days, in five within three, 
in one within four, and in one who also had hyperproteosis and 
chronic malnutrition within six days. A 9-month-old patient with 
tuberculous atelectasis, who had been given antibiotics for 22 
days with no beneficial effect, was given 5% carob flour with 
defatted dehydrated milk, and within three days his stools re- 
verted to normal. In none of the 30 patients was intolerance or 
constipation observed. 


VENEZUELA 


Endemic Goiter.—At the fifth annual convention of the Vene- 
zuelan Association for the Advancement of Science, a symposium 
on endemic goiter was held, based on the studies of the group 
headed by Dr. Marcel Roche and Dr. Francisco de Venanzi, 
from the Instituto de Investigaciones Médicas, Fundacién Luis 
Roche. This group carried out two expeditions to the Venezuelan 
Andes. In one of them, 2,685 school children from different 
regions along the Andes were examined; 15.5% of these were 
found to have normal thyroid glands on palpation, whereas in 
the rest the thyroid was abnormally palpable, and 6% of the 
group had visible as well as palpable thyroids. A second ex- 
pedition remained for a time in Bailadores, Mérida, a region 
of high endemicity, in which 84.5% of 718 adults examined 
were found to have goiter. About 45% of the adult goiters were 
both visible and palpable. In 101 adults studies, the per cent of 
radioiodine taken up by the thyroid at 48 hours was 74 plus- 
minus 14, and the per cent excreted in the urine was 18 plus- 
minus 14. There was no statistically significant difference in 
uptake and excretion in the subjects with a goiter and those 
whose thyroid was not palpable. In 29 children studied, the up- 
take in 48 hours was 79%. It was concluded that the inhabitants 
of Bailadores showed a profound iodine deficiency. It was found 
that if 300 mg. of potassium perchlorate is administered orally 
four hours after the ingestion of radioiodine, thyroid radio- 
activity diminishes significantly during the next three hours in 
most of the subjects living in the endemic area, as contrasted 
to what occurs in normal subjects (members of the expedition). 
It was concluded that part of the thyroid iodine in the former 
group existed in the unbound state. The study was completed 
by a clinical and hematological survey of 106 cases, by indi- 
vidual interviews and Rorschach tests in 100 subjects, and by a 
nutritional study of 40 families. It was found that the salt intake, 
estimated by interview, weighing, and urinary chloride determi- 
nation in 100 subjects, was adequate (average 10 gm. per day) 
to make a prophylactic administration of iodine successful. 


Congress of Obstetrics and Gynecology.—The first Venezuelan 
Congress of Obstetrics and Gynecology was held in January in 
Caracas. Participants from the United States included Drs. J. 
Adriani of New Orleans, B. B. Weinstein of New Orleans, W. 
Dieckman of Chicago, Duncan Reid of Boston, Richard Te 
Linde of Baltimore, and Walter Williams of Los Angeles. 


Professor Thorn’s Visit—Dr. George W. Thorn of the Harvard 
University Medical School spent a week in Venezuela as a guest 
of the Venezuelan Association for the Advancement of Science. 
He gave three lectures on the adrenal glands and made daily 

rounds in the Vargas Hospital. s 
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CORRESPONDENCE 


SOUTHEY TUBES IN MANAGEMENT 
OF LYMPHEDEMA OF ARM 


To the Editor:—In “The Medical Management of Lymphedema” 
(Foley, W. T.: Mod. Concepts Cardiovas, Dis. 24:255 |Jan.| 
1955) the use of Southey tubes is not mentioned, although 
Southey tubes had been used in lymphedema of the lower 
extremities many years ago and then were ignored and forgotten 
when the more spectacular diuretic agents appeared. Recently, 
this method for decompressing the lower limbs has regained 
some of its popularity, but, although clinicians are familiar with 
the use of Southey tubes in the lower extremity, their use for 
edema of the upper extremity has to my knowledge not been 
described. At the Cedars of Lebanon Hospital several patients 
have been so treated. Massive edema of the arm most commonly 
follows radical mastectomy, although there are many other 
causes, such as scarring of the axilla following surgical proce- 


Left upper extremity (A) before treatment and (8) after treatment. 
Note multiple puncture wounds and disappearance of edema. 


dures, irradiation, infections, neoplastic invasion, and venous 
thrombosis, and it must be remembered that these disturbances 
are Often irreversible and incurable and the remedy suggested 
can only be palliative and temporary in nature. The edema is 
often elephantine and incapacitating. An optimistic attack on 
this problem can and often will restore the limb to usefulness. 
Because many of these patients are aged and live alone under 
substandard conditions, any method that will promote satis- 
factory drainage of the affected limb will greatly relieve the 
state of invalidism. 

A 36-year-old woman (see figure) was seen on Aug. 18 with 
a history of Hodgkin’s disease of 10 years’ duration that had 
become generalized. The muscles and bone of the left arm were 
involved and so painful that immobilization, partial ankylosis 
of the elbow, and massive edema that did not respond to ir- 
radiation, nitrogen mustard, or elevation and compression 
bandage resulted. The patient was almost completely dependent 
on narcotics. Disarticulation of the arm was suggested by some 
of the attending physicians. She was wdmitted for Southey tube 


therapy and discharged in four days after much fluid was drained 
from her arm and she had regained the use of it. Several months 
later, this procedure was repeated with excellent results. An 
81-year-old woman had had a radical mastectomy for medullary 
adenocarcinoma of the right breast six years before the present 
admission and was given roentgenotherapy postoperatively. 
Local recurrence occurred, and when seen on April 16, 1954, she 
had a massive edema of the right arm, which rendered it useless. 
Amputation of the arm was advised by some clinicians. Southey 
tubes were inserted in the arm and forearm, and after four days 
the patient, who lived alone, was again able to dress and feed 
herself and write letters. Although she subsequently died of 
metastasis, the treatment gave her comfort and happiness that 
would otherwise have been denied her. 

When this treatment is considered, penicillin injections should 
be given to prevent infection. The posterior dependent areas 
are the most suitable for inserting the tubes, thereby avoiding 
tendons, vital nerves, and vessels. Ten to 12 tubes should be 
used. The arm should rest on pillows slightly above bed level. 
Marked elevation is not necessary. Sterile absorbable dressings 
without marked compression are used. Some of the tubes become 
obstructed with clots and should be irrigated daily. Elastoplast 
bandages are satisfactory postoperatively with a provision for 


a “cut-out” at the antecubital fossa. 
SauL L. Fox, M.D. 


9441 Wilshire Blvd. 
Beverly Hills, Calif. 


SURGEON’S TEN COMMANDMENTS 


To the Editor:—Allow me to send to you for publication in 
THE JOURNAL an English translation of “The Ten Command- 
ments of the Surgeon,” the author of which is Dr. Alfonso 
Bonilla Naar, professor of clinical surgery, National Faculty of 
Medicine, Bogota, Colombia. 

Dr. GONZALO ESGUERRA GOMEZ 

Clinica de Marly 

Bogota, Colombia. 


The Ten Commandments of the Surgeon 
(to Lord Moynihan) 


I 
Silence adds dignity to the operating room; it is a tribute to 
the patient who willingly entrusts his life in the hands of the 
surgeon. 
II 
Operating should always be a conscious act in which safety 
subordinates time. 
Ill 
Equal hazard may come from a very rapid or slow technique; 
guide your speed in the interest of efficiency. 


IV 
Courage well seasoned with prudence widens the boundaries 
of success. 
Often it takes no less courage for a prompt as a delayed de- 
Cision to Operate. 
VI 
“Surgery has been made safe for the patient; we must now 
make the patient safe for surgery” with the proper preopera- 
tive care and proceedings of anesthesia. 


Vil 
Watch your postoperative stage eagerly as you did preparing 
your patient and performing your intervention, even more so. 


‘ 
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Vill 
Taking it for granted that the internist is not a surgeon; the 
surgeon should have the internist’s knowledge. Wide difference 
exists between a thorough scientific surgical act and a simple 
mechanical dexterity. 
IX 
The practice of surgery concerns not only the operating itself 
and the improvement of the patient but also the clinical history, 
interpreted by the light of pathology and statistics. 


X 


Asepsis, precision, smoothness, and skill are the foundations 
of the art of surgery. 


USE OF THE EPITHELIAL STITCH 
FOR CUTANEOUS WOUNDS 


To the Editor:—Several years ago it was noted that in repairing 
facial wounds, especially those that were irregular and beveled, 
accurate approximation with minimal scarring could be obtained 


} 
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Epithelial stitch (reproduced from Halsted). 


if sutures including the smallest portion of skin edge were used. 
These sutures frequéntly rub off leaving no residuum, and the 
results are superior to the subcuticular stitch in common use. 
Halsted (J. A. M. A. 60:1119 [April 12] 1913) used this method 
in 1913 in dogs and referred to it as “the epithelial stitch.” 
When this method is employed it is customary to use a layer of 
interrupted silk or absorbable surgical sutures in the subcutane- 
ous tissue to relieve the skin edges of tension. After this a layer 
of interrupted or continuous fine silk is used on the skin and 
only the smallest portion of the edge of the epithelium is in- 
cluded in the stitch. Since there is no likelihood of residual 
suture scars, the sutures may be allowed to remain in place for 
a week or longer, if they are not cast off spontaneously before 
that time. Remaining sutures may be removed with a sharply 
pointed scalpel blade. 

Davip V. Pecora, M.D. 

Ray Brook State Tuberculosis Hospital 

_ Ray Brook, N. Y. 
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BUSINESS PRACTICE 


JOINT TENANCY—CAN YOU AFFORD IT? 
John R. Golden, Chicago 


Joint tenancy as a means of holding title to property is much 
like the use of home-remedy medicines to effect a cure. Used in 
moderation, neither is likely to have serious results, but the 
unquestioning, indiscriminate use of either may prove to be 
costly. 

Joint tenancy, with rights of survivorship, is one of the most 
commonly used methods of providing for the devolution of 
property—that is, for its transfer at Geath from one person to 
another. It is used most often by members of the family group, 
such as husband and wife, or parent and child, but within such 
confines its use has grown to proportions that indicate a lack 
of knowledge of many of its attendant problems or an utter 
disregard for the consequences. At the very least, every person 
Owning property in joint tenancy, or considering such owner- 
ship, should have some understanding of its principal advantages 
and disadvantages and be aware of the far-reaching tax impli- 
cations of such ownership. 

Not many years ago, and to a more limited extent even today, 
joint ownership of property afforded many practical advantages 
in transferring property at death, which may be briefly sum- 
marized. 


1. Property Passes Without Delay to the Surviving Joint 
Owner or Owners.—One of the interesting legal incidents of 
joint tenancy is the fact that upon the death of one joint tenant 
his interest in the property passes immediately and without fur- 
ther action to the surviving joint owner or owners. This feature 
of joint tenancy is quite well understood by lay persons. What 
is not so often realized is that the interest of the deceased joint 
tenant (often the entire value of the joint property, as will be 
shown later) is subject to tax upon his death. 


2. Reduces Probate Expense.—Jointly owned property, since 
it passes immediately upon death to the surviving joint owner 
or owners, is not a part of the decedent’s estate subject to 
probate. Fees of attorneys and executors, which are customarily 
based upon the gross value of the estate subject to probate, will 
usually be smaller when part of the estate is held in joint tenancy. 
Quite often, however, this saving is illusory since special services 
may be required of the attorney and executor, such as establish- 
ing by satisfactory proof the extent, if any, to which the surviving 
joint tenant contributed to the acquisition cost of the joint 
property. 


3. Eliminates Need for a Will.—Property owned in joint 
tenancy passes immediately at death to the surviving joint tenant 
by operation of law. If all property of a decedent is held in joint 
tenancy, there will be no assets subject to probate and, con- 
sequently, no property with respect to which a will could operate. 
This is one of the reasons most frequently given for neglecting 
to make a will. For reasons that will be shown later, such neglect 
may prove to be a very expensive method of transferring prop- 
erty to a wife and children. 


4. Qualifies for the Marital Deduction.—Joint property owned 
by a decedent and his surviving spouse automatically qualifies 
for the marital deduction. Present federal estate tax laws permit 
a decedent's taxable estate to be reduced by up to 50% of its 
value for property that is left to a surviving spouse in any one 
of several specific ways. Joint tenancy is one of the permitted 
methods. Here again, as will be shown, joint ownership of prop- 
erty may needlessly increase the tax burden imposed upon the 
estate and materially reduce the amount ultimately passing to 
children. 


Assistant Trust Counsel, Harris Trust and Savings Bank. 
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The tax consequences of joint ownership as a means of trans- 
mitting property at death can perhaps be most effectively illus- 
trated by comparing the total taxes that will be paid as a result 
of such ownership with the taxes payable under a slightly 
different estate arrangement. For such analysis, assume the 
following facts. 

Two brothers, John and Frank Smith, residents of Illinois, 
are married and each has one son. Each has a total estate 
worth approximately $400,000. Their wives have no property 
of their own. John has placed all of his assets as acquired in 
joint tenancy with his wife. He has no will since, as he points 
out, in the event of his death everything will go to his wife and 
upon her death the son will inherit the estate as sole heir. Frank 
holds all of his assets in his own name and, on the advice of his 
attorney, has prepared a will that creates two trusts upon his 
death. The first trust (trust A) will consist of one-half the value 
of his estate. From this trust his wife will receive the entire 
income and will have the right to dispose of it upon her death 
as she sees fit. If she does not exercise this right to dispose of 
the trust property, it will pass at her death to the son or his 
descendants. The second trust (trust B) will consist of the balance 
of Frank’s estate, reduced by federal estate and Illinois in- 
heritance taxes. His wife will also receive the entire income from 
trust B during her lifetime but will have no right to dispose of 
it upon her death. At her death trust B (and trust A if she has 
not exercised her right to appoint) will pass to the son or his 
descendants. 

The two plans are quite similar in that both wives will receive 
the entire economic benefits while they live and the estates will 
then pass on to the sons. Here, however, the similarity ceases. 
Due to Frank Smith's thoughtful planning, his son will receive 
$50,000 more than John’s son. Since this may be surprising, let 
us compare the tax results step by step and analyze the reasons 
for the differences. At the deaths of both John and Frank, 
federal estate taxes will be identical. Even though all of John’s 
property is held in joint tenancy and passes directly to his wife, 
the entire amount will be included in his gross estate subject to 
federal estate tax, since we are assuming he cannot show that 
his wife actually contributed to the acquisition of the joint prop- 
erty. Present estate tax laws permit a deduction of up to one- 
half the value of the adjusted gross estate for property passing 
to the surviving spouse, which in both of these cases will amount 
to $200,000. However, the value of the joint property passing 
to John’s wife, which is in excess of this 50% limitation, will 
again be subject to tax in her estate. Thus, transferring to his 
wife more property than his estate can claim as a marital de- 
duction will subject such excess to a double tax. This overlapping 
of taxable estates, which is frequently the result where property 
is held in joint tenancy, will, in John’s case, cost his son $50,000 
in additional taxes at his mother’s death. 

At the death of both John and Frank, then, federal estate 
taxes will be identical, amounting in each instance to $31,500. 
In addition to the federal tax, the beneficiaries of each estate 
will be subject to Illinois inheritance taxes and at this point 
John’s joint property will receive its sole tax benefit. Under 
Illinois law, only one-half of the joint property will be subject 
to inheritance taxes. This will result in an Illinois tax of $4,950 
in John’s estate as against a similar tax of $11,700 in Frank’s 
estate. The indicated tax saving of $6,750 in Illinois inheritance 
taxes in John’s estate must be regarded as somewhat in the 
nature of a gamble. If he dies first, the tax will be smaller but 
if his wife should predecease him, an Illinois inheritance tax 
of the same amount will be payable at her death, since for tax- 
ing purposes John will be considered as inheriting one-half of 
the joint property from his wife, even though he has made the 
entire contribution to its cost. 

Up to this point the joint ownership of John’s property has 
resulted in a slight benefit to his estate as a result of the reduced 
Illinois inheritance tax. Let us now compare the taxes that will 
be payable at the death of each wife. John’s wife, by surviving 
her husband, is now sole owner of the $400,000 joint property 
that, after payment of his death taxes, amounts to $363,550. 
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This will be further reduced at her death by federal and Illinois 
taxes of $89,800, leaving a net inheritance of $273,750 for her 
son. The original joint property of $400,000 has thus been 
reduced by $126,250 in death taxes, or by nearly one-third of 
its Original value. Frank’s wife, on the other hand, will have no 
estate subject to tax upon her death except the $200,000 marital 
trust set up for her under her husband’s will and for which a 
deduction of that amount was allowed in his taxable estate. If 
we assume that there is no change in the value of the trust at 
the death of Mrs. Frank Smith, the total federal and Illinois 
taxes payable at her death will amount to $32,700. Her son 
will therefore receive a balance of $167,300 from trust A 
($200,000 less death taxes of $32,700) and $156,800 from trust 
B (the remaining one-half of Frank’s estate after the taxes pay- 
able at his death). Thus, Frank’s son will inherit a total of 
$324,100, or more than $50,000 in excess of the amount received 
by John’s son. Frank Smith’s original estate of $400,000 has 
been reduced by only $75,900 in death taxes, or less than one- 
fifth of its original value. 

Joint tenancy, intelligently used and under the proper cir- 
cumstances, may afford to the estate owner many practical ad- 
vantages but, because of its potentially dangerous characteristics, 
it should not be used indiscriminately but only after due con- 
sideration by an attorney of all pertinent factors, As a generali- 
zation, it might be said that joint ownership should be viewed 
with suspicion whenever total taxable assets may approach or 
exceed the federal estate tax exemption of $60,000. Whenever 
the temptation arises to use joint ownership as a simple means 
of transferring property at death, one final question might well 
be asked—“Can I afford it?” 


115 W. Monroe St. (90). 
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Malpractice: Loss of Teeth During Tonsillectomy.—The de- 
fendants, a surgeon and an anesthetist, were sued for damages 
allegedly sustained when four “baby teeth” of a minor child 
were dislodged during a tonsillectomy. The jury returned a 
verdict in favor of the surgeon, but against the anesthetist. 
The anesthetist, therefore, appealed to the Supreme Court of 
Colorado. 

During the operation a Davis-Crowe mouth gag was used 
to keep the patient’s mouth open. This device put pressure on 
the four upper front teeth. Before applying the gag, the surgeon 
made a cursory examination of the patient’s teeth, which he 
found to be apparently sound. During the operation, however, 
the four upper front teeth of the patient were displaced, although 
there was no evidence indicating the exact cause of the displace- 
ment. Ten surgeons, dentists, and neurologists, some of whom 
were the plaintiff's witnesses, testified that a loss of teeth fre- 
quently occurs in the ordinary course of a tonsillectomy, where 
ordinary and reasonable care is used, and that baby teeth often 
are loosened and come out even when it is thought, after a 
cursory examination, that they are solid. The plaintiff's own 
dentist testified that the child was not injured by the displace- 
ment of the teeth, but rather that she had a badly constricted 
arch. Other experts stated that the loss of teeth during the 
operation had no effect upon the child’s constricted arch, which 
was a growth factor and might even be congenital. 

The Supreme Court held that the evidence failed to show 
any negligence on the part of the physician or the anesthetist. 
Instead, it clearly established that the child’s condition is due 
to natural causes and not to the displacement of the “baby teeth” 
during the operation. The iudgment against the anesthetist was 
therefore reversed. McBrayer v. Zordel, 257 P. (2d) 962 (Colo., 
1953). 
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INTERNAL MEDICINE 


Epidemiology, Clinical Character, and Treatment of Beryllium 
Poisoning. H. L. Hardy. A. M. A. Arch. Indust. Health 11:273- 
279 (April) 1955 [Chicago]. 


Acute beryllium poisoning, manifested as irritation of skin, 
eyes, nose, and throat, bronchitis, and pneumonitis, is charac- 
teristically related to intensity of exposure to beryllium com- 
pounds. While intensity of exposure determines clinical acute 
beryllium reaction, the body is capable to a remarkable degree 
of handling beryllium safely by excretion and storage. The 
amount of beryllium in the urine is not an index of disease but 
of exposure. Chronic beryllium poisoning presents a variety of 
clinical syndromes. In describing such syndromes, evidence that 
the disease is systemic, rather than local pulmonary only, is 
stressed. Either corticotropin or cortisone, or both, used in doses 
to control symptoms for long-term courses varied to suit the 
individual case, are of real merit in the treatment of chronic 
beryllium poisoning. It is not believed that these drugs are curing 
the disease, but they are providing at least some patients with 
means for more efficient handling of the toxic insult. A beryl- 
lium case registry located at the Massachusetts General Hospital, 
Boston, is being set up to collect and correlate data on beryl- 
lium poisoning. Such a registry can help clinicians, industrial 
hygienists in plants where beryllium compounds are in use, and 
investigators who want to check animal studies with human 
pathology. The freedom of the Ohio beryllium extraction and 
alloy manufacturing plant population from acute beryllium 
pneumonitis with the introduction of industrial hygiene protec- 
tion is noteworthy in establishing the maximum allowable 
concentration of 25 mcg. of beryllium per cubic meter as recom- 
mended by the Atomic Energy Commission for any exposure, 
however short. Since new cases of chronic beryllium disease 
continue to appear five years or longer after the last exposure, 
time only can tell whether or not the arbitrarily recommended 
figure of 2 mcg. of beryllium per cubic meter for chronic ex- 
posure is a reliable figure. 


The Kolff-Merrill Artificial Kidney: Clinical Application in 
Acute Renal Insufficiency. C. C. Shaw. California Med. 82:293- 
302 (April) 1955 [San Francisco}. 


Eight patients between the ages of 24 and 66 with acute renal 
insufficiency (lower nephron nephrosis) and two patients aged 
20 and 40 years with subacute glomerulonephritis and chronic 
pyelonephritis, respectively, were treated with hemodialysis with 
the Kolff-Merrill artificial kidney at the U. S. Naval Hospital, 
Oakiand, Calif., between 1953 and 1954. The number of courses 
of dialysis given varied from one to 12. Of the eight patients 
with acute renal insufficiency, six in whom the condition had 
developed after severe traumatic episodes recovered, while two 
died, one of antecedent peritonitis after colostomy for cancer 
of the rectosigmoid and the other of coronary occlusion. The re- 
maining two patients with chronic terminal renal disease received 
no benefit from the dialysis and died of their disease. In the 
clinical management of acute renal insufficiency extracorporeal 
dialysis with the use of an artificial kidney should never be con- 
sidered a magic procedure; it does not necessarily induce diuresis. 
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It merely provides a “renal respite” until such time as regenera- 
tion of the tubular epithelium can initiate adequate urine flow 
spontaneously. The prime indications for hemodialysis are critical 
azotemia and rapidly progressive, fulminating potassium intoxi- 
cation. Extreme metabolic acidosis reflects the failure of renal 
acid-base regulation and is another positive indication for 
dialysis. Hemodialysis is seldom justifiable in the terminal stages 
of chronic uremia caused by underlying irreversible renal dis- 
ease. Nor should it be recommended when extreme hypertension 
is present, since heparinization of the patient may induce a fatal 
cerebral hemorrhage. Grossly active bleeding from fresh wounds, 
oozing of blood from the gastrointestinal tract or the uterus, and 
intracranial hemorrhage are definite contraindications to the 
use of the artificial kidney. If uremia is secondary to acute 
pancreatitis, generalized peritonitis, overwhelming pneumonia, 
sepsis, or septicemia, use of the artificial kidney is illogical since 
it cannot eliminate the primary cause of uremia in such cases. 
Good biochemical and clinical response was brought about in 
the author's six patients with lower nephron nephrosis who 
ultimately recovered. Each patient was treated conservatively for 
7 to 13 days before dialysis was recommended because of 
extreme azotemia, severe potassium intoxication, or both. Care- 
ful review of the histories in these patients led to the conclusion 
that had the artificial kidney not been available and the pro- 
cedure successfully carried out in competent hands, all six 
patients would have died. Clinical management of the syndrome 
of acute renal insufficiency should be predicated on cordial and 
prolonged collaboration between the internist, surgeon, physi- 
ologist, urologist, biochemist, and reliable laboratory technicians. 


The Problem of Ulcerous Disease. P. Frumusan and R. Cattan. 
Presse méd. 63:398-401 (March 16) 1955 (In French) |Paris, 
France}. 


Surgical interruption, by procaine infiltration, of the com- 
munications between the hypothalamus and the prefrontal brain 
led to immediate relief of symptoms in three patients with severe 
forms of gastroduodenal ulcer, one of whom was in extremis as 
a result of repeated massive intestinal hemorrhage. The use of 
this procedure, originally developed for the relief of intractable 
pain in patients with incurable cancer, was inspired by the 
corticovisceral theory of ulcerous disease, in which the earlier 
theories of hyperacidity, vascular disturbances, and disordered 
nervous activity are harmoniously combined. Ulcer, according to 
this theory, is the local manifestation, caused by autodigestion 
of an ischemic zone, of a general disease in which all the body’s 
mechanisms of nervous, humoralendocrine, and vascular regu- 
Jation are disturbed. Preexisting lesions of the stomach or the 
digestive tube, or hereditary factors, probably account for the 
localization of the disease in the gasirointestinal tract in some 
patients; in others, it may appear as hypertension, angina, 
hemorrhagic rectocolitis, Basedow’s disease, or amenorrhea. 
Disturbances in corticogastric function, caused either by psychic 
factors (emotions and conflicts of various kinds) or by physical 
conditions (gastritis, appendicitis, colitis, cholecystitis), may 
bring about the establishment of conditioned reflexes leading to 
hypersecretion of acid and to muscular and vascular spasm. 
Vascular changes and nervous organic lesions may also enter 
into the process of ulcer formation. Extinction of the harmful 
conditioned reflexes may take place either spontaneously or as 
a result of therapy, but the ensuing cure of the ulcer is often no 
more than temporary. The integration of these various phe- 
nomena into a single theory not only provides a reasonable 
explanation for the varying forms of the disease, while respect- 
ing its undeniable clinical unity, but also leaves room for the 
many different procedures used in its treatment. The excellent 
therapeutic results obtained by prefrontal infiltration in the 
authors’ patients support the validity of the theory by furnishing 
striking proof of the controlling part played by the cerebral 
cortex in the determination of ulcerous disease. 
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Cardiac Changes in Rheumatoid Arthritis. N. Egelius, O. Géhle, 
E. Jonsson and F. Wahlgren. Ann. Rheumat. Dis. 14:11-18 
(March) 1955 [London, England]. 


Most pathological investigations on cardiac changes in rheu- 
matoid arthritis recorded high percentages of cardiac changes 
of a rheumatic nature, whereas the frequency of such changes 
in clinical investigations was much lower. Some earlier in- 
vestigators may have failed to pay proper attention to previous 
rheumatic fever, intercurrent disease of a cardiological char- 
acter, or changes due to old age. Egelius and associates 
selected for their pathological studies the hearts from 13 
patients with typical rheumatoid arthritis, none of whom had 
had rheumatic fever. After a macroscopic routine examination 
of the heart, specimens for a microscope examination were 
obtained. None of these patients presented signs of rheumatic 
endocarditis. There were signs of pericarditis in 7 of the 13 
cases, which supports the assumption of certain authors that 
pericarditis may constitute a cardiac manifestation in rheu- 
matoid arthritis. In some of these seven cases other concurrent 
diseases may have caused the pericarditis. Clinical studies 
were made on 100 patients with rheumatoid arthritis, and 100 
control cases of the same age and sex distribution. No case 
with a history of rheumatic fever or other disease of cardio- 
logical importance was included. The studies included ausculta- 
tion, phonocardiography, radiography of the heart, electro- 
cardiography (with 3 standard leads and, in practically all cases, 
at least 11 chest leads), and hypoxemia tests. When the 
results of all tests were taken together it could be stated that 
patients with rheumatoid arthritis did not manifest any increased 
frequency of endocardiac or myocardiac changes that might 
be due to the arthritis. The authors are of the opinion that the 
endocardium and the myocardium are only slightly affected in 
rheumatoid arthritis, though inflammation of the pericardium 
may occur in some cases. The results of the present investiga- 
tion indicate that, when the cardiac findings are taken into 
account, rheumatic fever and rheumatoid arthritis should be 
regarded as two distinct diseases. 


Extended Suprasternal Puncture Technique. S. Radner. Acta 
med. scandinav, 151:223-227 (No. 3) 1955 (In English) [Stock- 
holm, Sweden]. 


The suprasternal puncture technique was employed in 49 
patients to study the blood inflow and outflow on the left side 
of the heart. No complications were observed. The procedure 
was chiefly used for the selection of patients for cardiovascular 
surgery. In the first 26 patients the different cavities were 
punctured separately. Because of the close physiological rela- 
tionship between the flow conditions within the cardiovascular 
Structures accessible to the present technique, an extended 
approach was adopted and used in the last 23 patients. In the 
extended approach both the aorta and the left atrium were 
punctured successively in the same session; in most cases the 
pulmonary artery was also entered. With the patient in supine 
position, his head turned to the left, a small caliber needle is 
inserted with the aid of local anesthesia in front of the trachea 
and parallel to this, below the isthmus of the thyroid gland. 
The course of the needle in relation to the trachea and upper 
border of the sternum is felt and guided by the free hand of 
the operator. This method of controlling the direction of the 
need.e is entirely satisfactory for aortic puncture, while for 
left atrial puncture lateral roentgenograms should be taken 
for positional determination if difficulties arise. While supra- 
sternal puncture of the aorta was being performed for outflow 
studies of the left side of the heart, the transaortic approach 
to the left atrium and pulmonary artery was used for com- 
plementary inflow studies. If this approach was not successful, 
retroaortic puncture was attempted. An illustrative normal 
case, that of a 17-year-old woman who was admitted because 
of a suspected heart murmur, is reported in detail. She had no 
phys:cal complaints. Roentgenograms of the chest and electro- 
card.ograms revealed entirely normal cardiovascular conditions. 
At the suprasternal puncture the needle was passed through 
the aorta and the pulmonary artery into the left atrium (a 
triple puncture). Pressure recordings were made, and pressure 
curves were obtained from all of the three lumens, revealing 
normal pressure levels and pulse contours. 
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The Effect of Salicylates on the Vitamin C Stores of Rheumatic 
Fever Patients. A. A. Albanese, R. A. Higgons, W. G. Avery 
and R. Dilallo. New York J. Med. 55:1167-1169 (April 15) 
1955 [New York]. 


The effects of sodium salicylate, a mixture of sodium salicyl- 
ate and p-aminobenzoic acid (Pabalate), and corticotropin 
(ACTH) on the vitamin C blood levels of seven adult patients, 
two of whom had rheumatic heart disease, and the effects 
of corticotropin, salicylates, and vitamin C on the daily 
urinary output of vitamin C in six children, three of whom had 
rheumatic heart disease, were studied. Salicylates and vitamin 
C were given orally and corticotropin intramuscularly. Re- 
sults showed that persons convalescing from episodes of 
rheumatic carditis had normal or better than normal plasma 
vitamin C levels and that these levels were not significantly 
altered with the administration of salicylates, with or without 
p-aminobenzoic acid, or corticotropin. Furthermore, these levels 
were not changed by the usually prescribed amounts of vitamin 
C. Appreciable increases were noted only when 500 mg. or 
more of ascorbic acid were given. Measurements of the urinary 
output of vitamin C as influenced by the administration of the 
Various test substances showed that administration of salicylates 
or corticotropin at various therapeutic levels does not appear 
to induce a depletion of vitamin C stores. The authors’ obser- 
vations indicate that the action of salicylates does not have a 
catabolic component with respect to vitamin C metabolism. 
These findings bear the practical implication that during sali- 
cylate therapy there appears to be no need to increase the 
patient’s vitamin C intake beyond the daily recommended 
allowances. This should be considered in the therapy of chil- 
dren with active rheumatic fever. The administration of 
p-aminobenzoic acid in conjunction with salicylates also does 
not appear to alter the vitamin C needs, as indicated by 
measurements of the blood and urine. 


Diffuse Indolent Pulmonary Tuberculosis. H. A. Buechner and 
A. E. Anderson. Am. Rev. Tuberc. 71:503-518 (April) 1955 
{New York]. 


The occurrence of a diffuse indolent form of pulmonary 
tuberculosis of 5 to 13 years’ duration is described in four 
men between the ages of 39 and 53 years. This form of pul- 
monary tuberculosis was designated in the past as “chronic 
productive tuberculosis.” Either because of confusion related 
to the exact implications of this term or because of a present- 
day tendency to apply it loosely as a designation of fibrotic 
residuals of inactive tuberculosis, a somewhat limited awareness 
of this specific clinicopathological entity appears to exist. The 
term diffuse indolent pulmonary tuberculosis is a useful sub- 
stitute for the older term; diffuse, to indicate the tendency 
toward widespread pulmonary involvement, and indolent, to 
describe the slow manner in which the disease process gradually 
browses downward through the lungs in the course of many, 
essentially symptomless, years. This form of pulmonary tuber- 
culosis is characterized by a tissue response that is almost 
exclusively productive; the productive reaction consists of the 
formation of a specific type of granulation tissue that is pri- 
marily composed of the epitheloid tubercle so familiar as the 
basic tissue change in tuberculous lesions. This type of lesion 
without significant exudative components accounts for the pro- 
longed and relatively symptomless course and the difficulty 
of establishing a bacteriological diagnosis. The clinical picture 
of difuse indolent pulmonary tuberculosis is characterized by 
the complete lack of symptoms or by minimal symptoms, even 
late in the course of the disease. The discovery of the disease 
is often the result of a fortuitous roentgenographic examination 
performed during some routine evaluation. The tuberculin 
reaction is but weakly positive, denoting a low degree of 
sensitivity. Sputum is characteristically scanty and only occa- 
sionally does it contain tubercle bacilli. Roentgenographically, 
diffuse indolent pulmonary tuberculosis may vary in extent 
from an initial small upper lobe infiltrate to the advanced 
picture of diffuse bilateral, more or less symmetrical shadows, 
the latter being the most commonly recognized. The over-all 
appearance of the disease process might be appropriately de- 
scribed as “fine feathery” shadows or “salt and pepper” lungs. 
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Iymph nodes do not appear enlarged, and confluency and 
cavitation are not common. Generalized emphysema is apparent 
in long-standing cases. Although the response of diffuse indolent 
tuberculosis to antimicrobial agents is anything but dramatic, 
some improvement was obtained in the author's patients with 
combined administration of streptomycin and p-aminosalicylic 
acid for periods not longer than five and one-half months. 
Chemotherapy was combined with relatively short periods of 
bed rest, and pneumoperitoneum was utilized as an adjunctive 
measure, even though the value of this form of collapse has 
not been separately established. Arrest of the progression of 
the disease can nearly always be expected from this combined 
treatment, which affords promise of avoiding the crippling effects 
of late emphysema and fibrosis and improves the over-all 
prognosis. It seems probable that longer courses of chemo- 
therapy and the use of isoniazid might further brighten the 
outlook. 


Anthracosilicosis, with Special Reference to Pulmonary Cavi- 
tation. N. M. Wall. Am. Rev. Tuberc. 71:544-555 (April) 1955 
|New York]. 


Of 100 miners in the Pennsylvania southern anthracite coal 
fields who had anthracosilicosis and were hospitalized and died 
at the Pottsville Hospital, Pottsville, Pa., autopsy revealed pul- 
monary cavitation in 15, and none of these cavities was 
apparently caused by tuberculosis. Three patients had tuber- 
culosis of the miliary type; two of these had mild anthra- 
cosilicosis and the third had severe anthracosilicosis with cavi- 
tation, but the cavitation was nontuberculous. The diagnosis 
of the presence or absence of tuberculosis was based on micro- 
scopic examination of stained smears from cavity contents and 
histological sections. In a few cases cultures for tubercle 
bacilli were also obtained. Most of the patients died of heart 
disease, with cor pulmonale accounting for half of the cardiac 
deaths. Five of the patients had bronchogenic carcinoma, and 
four of these tumors were primary, i. e., an incidence of 4% 
as compared to one of 0.23% in the general male population 
of the Pottsville Hospital. The author’s observations were 
impressive with respect to the lack of tuberculous findings in 
even the most severe cases of cavitation; these results did 
not confirm the concept of tuberculosilicosis as proposed by 
other investigators. An incidence of bronchogenic carcinoma in 
anthracosilicosis more than 10 times that of the general popula- 
tion raises the question whether anthracosilicosis presents an 
unusually favorable background for cancer of the lung. 


The Influence of Isoniazid and Streptomycin on Acid-Fastness, 
Tetrazolium Reduction, Growth, and Survival of Tubercle 
Bacilli. D. Koch-Weser, W. R. Barclay and R. H. Ebert. Am. 
Rev. Tuberc. 71:556-565 (April) 1955 [New York]. 


Tubercle bacilli of the H37Rv strain were exposed to iso- 
niazid in vitro under conditions otherwise favorable for 
growth. Results showed that the tubercle bacilli lost their acid- 
fast staining characteristics. This loss of acid-fastness appeared 
to be independent of the type of medium or of the presence of 
polysorbate (Tween) 80 in the medium. The appearance of 
non-acid-fast rods in liquid polysorbate-albumin medium was 
gradual and paralleled the slowing of the growth rate and the 
decrease in oxidative utilization of the medium as measured by 
tetrazolium reduction; complete inhibition of the oxidative 
utilization of the medium was accomplished by isoniazid within 
eight days. Complete loss of acid-fastness, under the experi- 
mental conditions employed, was uniformly associated with 
failure of the cells to multiply when transferred to a favorable 
environment. Frequently, untreated isoniazid-resistant bacilli 
inoculated in culture medium continued to grow, to reduce 
tetrazolium, and to maintain their acid-fastness when isoniazid 
was added to the culture medium. On the contrary, strepto- 
mycin stopped the growth of tubercle bacilli almost immedi- 
ately and accomplished inhibition of the oxidative utilization 
of the medium within three days; nevertheless, the acid- 
fastness of the streptomycin-treated tubercle bacilli was pre- 
served. Once removed from the influence of streptomycin, the 
tubercle bacilli eventually resumed growth and the ability to 
reduce tetrazolium. These findings indicate that the mode of 
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antituberculous action of isoniazid is quite different from that 
of streptomycin; streptomycin is bacteriostatic, whereas iso- 
niazid is bactericidal. 


Pleuropulmonary Disease as Early Clinical Symptom of Malig- 
nant Lymphog is. J. D. Czapski, A. N. Saratani and 
O. Okimi. Rev. Assoc. méd. brasil. 1:309- 314 (Sept.) 1954 (In 
Portuguese) [Sao Paulo, Brazil]. 


A 22-year-old woman complained of progressive loss of 
weight and pulmonary symptoms of six months’ duration 
simulating those of pulmonary tuberculosis. The roentgen signs 
were those of a large pleurisy in the right side. The tests for 
tuberculosis gave negative results. Repeated pleural puncture 
gave a very small quantity of serofibrinous liquid without Stern- 
berg’s cells. There was moderate splenomegaly, a moderate rise 
in temperature in the evening, and leukocytosis. Roentgen 
examination of the thorax after intrapleural injection of air 
showed opacity in a large field of the right lung in absence of 
pleurisy and enlargement of the mediastinal lymph nodes. No 
peripheral adenopathies were observed. Two axillary and one 
supraclavicular enlarged lymph node appeared in the course 
of the disease. The temperature rose and became more con- 
stant, and leukocytosis greatly increased. Biopsy of a supra- 
clavicular lymph node revealed malignant lymphogranulomato- 
sis. A chain of enlarged lymph nodes from below the right 
clavicle toward the mediastinum was observed during removal 
of the nodes of the right supraclavicular fossa. Because of the 
early pulmonary symptoms the disease was considered a clinical 
form of primary pleuropulmenary malignant lymphogranulo- 
matosis. The treatment consisted of deep roentgen therapy of 
the thorax, up to a total dose of 6,000 roentgen units in two 
weeks. At the end of the treatment, fever disappeared, the 
number of leukocytes became normal, and the size of the 
mediastinal shadows greatly diminished. Primary pleuropul- 
monary malignant | lymphogr is is rare. The differ- 
ential diagnosis is made from tuberculous pleurisy and pleural 
tumors. The authors reviewed the records of 159 patients 
observed in the Hospital das Clinicas of Sao Paulo with either 
tuberculous pleurisy or pleural tumors. None of the cases 
was identifiable as the Clinical form of primary pleuropul- 
monary malignant lymphogra tosis observed in the sub- 
ject of this report. 


Treatment of Pulmonary Sarcoidosis with Streptomycin and 
Cortisone. C. Hoyle, J. Dawson and G. Mather. Lancet 1:638- 
643 (March 26) 1955 [London, England]. 


Pulmonary sarcoidosis, because of its possible relation to 
tuberculosis, was treated with streptomycin and p-aminosalicylic 
acid in 30 cases and with cortisone in addition in 20 cases. 
The onset was dated from the first definite symptom—e. g., 
iritis or erythema nodosum—or from the first abnormal 
radiograph. The group of 30 cases received streptomycin intra- 
muscularly in doses of 1 gm. daily. Seven patients were treated 
for six to eight weeks, 13 for 3 months, and 10 for 6 to 12 
months. Seven of these latter patients received streptomycin 
only two or three times weekly. The patients also received at 
least 12 gm. of p-aminosalicylic acid daily. The 20 patients 
of the cortisone series were treated with cortisone acetate, 
Streptomycin, and p-aminosalicylic acid, including 12 who 
had not responded to streptomycin and p-aminosalicylic acid. 
Nine were treated for two months, and the rest for four months 
to a year. At first, cortisone was used when the disease was 
severe or long-standing and had a bad prognosis. Later, less 
advanced cases were treated. Patients in whom the disease had 
been present for more than two years seldom improved (1 in 9) 
during treatment with streptomycin and p-aminosalicylic acid, 
whereas those with a shorter history often improved (11 in 21). 
The time of onset of radiographic improvement and of its 
greatest extent was similar to that of chronic pulmonary tuber- 
culosis treated in the same way. Three of the 12 who responded 
to treatment relapsed subsequently. When cortisone was given 
as well, 17 of 20 patients improved radiographically. Regression 
of sarcoid follicles in the liver was seen in eight patients who 
had serial biopsies. Improvement took place more rapidly than 
that from streptomycin and was also more frequent and more 
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complete among those with recent disease. After treatment 11 
patients relapsed completely and 4 partially. Prolonged treat- 
ment up to a year was found to be safe and effective. 


Generalized Hypertrophic Osteoarthropathy in Association with 
Bronchial Carcinoma: Review, Based on 24 Cases. T. Semple 
and R. A. McCluskie. Brit. M. J. 1:754-759 (March 26) 1955 
[London]. 


During the past seven years Semple and McCluskie observed 
in the west of Scotland 24 examples of generalized hypertrophic 
osteoarthropathy in association with bronchial carcinoma. They 
review the history of osteoarthropathy and its concurrence in 
internal diseases and point out that several observers have re- 
ported small series of cases of bronchial carcinoma with joint 
symptoms as the presenting feature. Osteoarthropathy is not 
observed in patients with the rapidly growing oat-celled growth, 
but rather in the more chronic epidermoid variety. All of the 
24 patients observed by the authors had experienced “rheu- 
matic” symptoms for an interval varying from three weeks to 
16 months before the presence of a tumor was suspected. Stiff- 
ness and swelling of the large and small joints of the limbs 
were the usual complaints; pain may be severe or be present 
only with joint movement, or it may be absent. The skin 
around the affected joints may show thickening and brawny 
edema. A similar change is sometimes found on the face, pro- 
ducing rather a characteristic coarse, furrowed appearance. The 
hands may have a rheumatoid appearance or be spade-like as 
in acromegaly. Hands and feet are warm and moist, and pulsa- 
tion may be felt in the palms and fingers and heard with a 
stethoscope on the brachial or femoral artery. Finger-clubbing 
is almost invariably associated with osteoarthropathy. Fifteen 
of the patients were subjected to lung resection. In the 13 who 
survived resection of the tumor, joint mobility increased within 
hours of the operation, and the patients who had been bed- 
ridden with “arthritis” for weeks or months were walking nor- 
mally within a few days. Joint swelling subsided in a matter 
of days; in a few weeks, thickening of the skin of the face and 
around the joints had disappeared and clubbing subsided. After 
a few months, radiological examination showed absorption of 
subperiosteal new bone and disappearance of osteoporosis in 
the wrist bones. One of the patients experienced a relapse of 
the “arthritis” when metastases appeared. The results of surg- 
ical treatment were disappointing, in that only 4 of 15 are sur- 
viving. Of those tumors studied histologically, 17 were of the 
epidermoid type and 4 were adenocarcinomas. The surgical 
results in this type of bronchial carcinoma might improve when 
the significance of the joint symptoms becomes more generalls 
appreciated. 


Bronchial Carcinoma in Printing Workers. E. Ask-Upmark. Dis. 
Chest 27:427-435 (April) 1955 [Chicago]. 


Analysis of pulmonary carcinoma observed at the University 
of Upsala in Sweden during the 20 year period 1931-1950, 
showed that the number of cases observed during the last 
decade was about twice as large as that observed in the previous 
decade. The cause of this increase has not been completely 
explained, although the increased consumption of cigarettes may 
be of importance. One of several differences between life today 
and 50 years ago is the increased amount of printed material 
available. If exposure to printing ink were of importance 
one ought to expect an increased incidence of pulmonary carci- 
noma in printers. The records of patients with bronchial carci- 
noma in Stockholm (as reviewed by Wiklund from other points 
of view) were analyzed. Of 125 registered cases of bronchial 
carcinoma eight (6.4%) involved printers. There were 1,500 
printers among 132,000 men over 40 (1.14% +0.95). This dif- 
ference is conclusive from a statistical point of view, and is 
still more overwhelming if it is remembered that only about 
500 printing workers were in contact with printing ink and that, 
as far as could be ascertained, all eight patients with carcinoma 
belonged to this group. Attention is called to the experiments 
of Steinbriick in 1929. The necks of mice were painted with 
printing ink, and malignant tumors resulted (in five cases car- 
cinoma of the lung and of the skin, and in three cases neo- 
plastic tissue in the lymph nodes, the liver, and the spleen). 
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Sudden Death During Preparation for Esophagoscopy with 
Tetracaine Gargle. E. D. Palmer and D. L. Deutsch. Am. J. 
Digest. Dis. 22:95-96 (April) 1955 [Fort Wayne, Ind.]. 


A man, aged 46, was hospitalized because of dysphagia of 
nine months’ duration. Hematemesis had led to the diagnosis 
of esophageal varices, since Laennec’s cirrhosis had been 
proved by biopsy about two years previously. The patient had 
been jaundiced for almost two years. He brought with him 
films from a recent esophagram, which seemed to show an an- 
nular constricting lesion of the esophagus. Esophagoscopic ex- 
amination was proposed in order to investigate the nature of 
the constricting esophageal lesion, thought to be carcinoma, 
and to evaluate the status of the esophageal varices. The patient 
gave no history to suggest drug sensitivity. Two and a half 
hours prior to scheduled esophagoscopy, he was given 0.2 gm. 
of Nembutal by mouth, and an hour and a half later, 0.004 gm. 
of atropine subcutaneously. The patient was given a glass con- 
taining about 25 ml. of 1% aqueous tetracaine hydrochloride 
(without epinephrine) and instructed to take three small gargles, 
without swallowing, and to expectorate following each. This 
he did. The tetracaine had been taken from a bottle that had 
been used for similar patients, without incident, during the 
previous eight days. Immediately after the last gargle, the pa- 
tient grasped his chest, gave a little gasp, and was dead. Artifi- 
cial respiration, injection of epinephrine into the myocardium, 
and other measures were without avail. Pathologists believed 
that death had been due to tetracaine sensitivity. Some clin- 
icians believe that addition of epinephrine to the tetracaine solu- 
tion is an important safety measure, because it is said to delay 
mucosal absorption. The rapidity of absorption seems to be 
important, although if a true sensitivity is involved, rather 
than actual pharmacological poisoning, the amount absorbed 
should not make so very much difference. The authors had not 
used epinephrine, because they were not convinced of its effec- 
tiveness for this purpose: they are now inclined to reconsider 
this opinion. 


Subcutaneous Emphysema Due to Compressed Air. E. J. Scho- 
walter, W. F. Becker and R. V. Bourdeau. Indust. Med. 24:168- 
170 (April) 1955 [Chicago]. 


Schowalter and associates present the case of a 47-year-old 
woman who used compressed air in her work (90 Ib. per square 
inch pressure) two or three times an hour to remove small 
particles of insulating material. The compressed air was led 
from the main line into a rubber hose that is equipped with a 
14 by % in. bevel tip copper tubing. When the woman was 
brought to the emergency department, she stated that she had 
grasped the compressed air control valve with her left hand 
and the copper tubing with her right hand to blow chips from 
the punch and carrier. The rubber air hose would not reach 
the punch and carrier, and, as she pulled it, she accidentally 
released the air causing the tubing to jerk from her right hand. 
The pointed tip of the tubing punctured the skin of her right 
upper arm. Immediately she felt numbness of her arm, fulness 
in her head, and shortness of breath. There was a small fresh 
puncture wound on her arm, and symmetrical swelling from the 
wrist to the shoulder. There was fullness of the right axilla, 
both supraclavicular fossae, the anterolateral aspects of the 
neck bilaterally, and the right lower face, and there was crepi- 
tation in these areas. The small wound of the arm was dressed. 
A chest roentgenogram showed air in the subcutaneous tissues 
and along the fascial planes of the proximal portiorf of the right 
upper arm, in the right axilla and along the left border of the 
trachea in the superior mediastinum. The woman was given 
5,000 units of tetanus antitoxin and 600,000 units of procaine 
penicillin prophylactically. She remained in the hospital two 
days. During this period most of the air was absorbed. She 
complained of pain in the right upper extremity, neck, and right 
ear. On the fifth day there was still slight induration of the 
entry wound. There was no serious sequel. The authors review 
the case histories of five other workers (described in the litera- 
ture) in whom emphysema of the upper extremity developed 
while they used compressed air. In four of these patients the 
emphysema developed when a small wound of the hand or 
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arm was exposed to a stream of compressed air. In the fifth 
patient the hand wound may have been produced by the jet 
of compressed air. The behavior of compressed air in the body 
can be explained on the basis of Boyle’s law. The expanding air 
follows anatomic cleavage planes in the direction of least resis- 
tance. If the pressure is sufficiently great it may even disrupt 
fascial structures. The characteristics of the entry wound deter- 
mine the direction of spread. The extent of spread is a function 
of pressure. The diagnosis of compressed air injury was made 
on the basis of the history and the finding of subcutaneous 
crepitation. Roentgenology proved valuable in demonstrating 
the air in areas not accessible to physical examination. Treat- 


ment usually consisted of rest of the injured part and systemic: 


antibacterial therapy. Morbidity was minimal, and there was no 
mortality. Preventive measures are paramount. 


Treatment of Hemophilia. R. E. Rosenfield. New York J. Med. 
§5:1150-1152 (April 15) 1955 [New York]. 


Rosenfield emphasizes that treatment of hemophilia should 
be practiced in accordance with the results of adequate labora- 
tory assay of the individual coagulation defect. Laboratory tests 
should be sufficiently complete to reveal severe, moderate, mild, 
or minimal plasma deficiency and to show whether the patient is 
deficient in antihemophilic globulin, plasma thromboplastin com- 
ponent, or plasma thromboplastin antecedent, whether an anti- 
coagulant is present, and how much normal plasma wouid be 
required to correct the defect in thromboplastin activation. 
Massive blood loss should be treated with compatible whole 
blood. If fresh blood is required but not available, the supernatant 
plasma of compatible stored blood may be removed and replaced 
with fresh, or fresh-frozen, group-specific plasma. Blood or 
plasma intended for use to correct antihemophilic globulin de- 
ficiency should be drawn with extreme care to avoid any initiation 
of coagulation. Small clots have been found responsible for 
serious depletion of the antihemophilic globulin content of the 
donor blood. Numerous blood transfusions given over the years 
may have frequently resulted in isoimmunization of the recipients 
with hemophilia to nearly all reported blood factors. Persons with 
hemophilia should, therefore, be screened for evidence of iso- 
immunization during periods of remission before they require 
transfusion of whole blood, so that the blood bank may be in 
a better position to obtain compatible blood when an emer- 
gency arises. Compatibility tests with donor red blood cells 
should include the indirect antiglobulin test. 


SURGERY 


Experimental Contribution to Prophylaxis of Traumatic Shock 
by Intravenous Administration of Procaine. G. Manni and G. 
Moricca. Minerva anest. 21:6-14 (Jan.) 1955 (In Italian) |Turin, 
Italy}. 


The prophylactic effect of procaine against traumatic shock 
was studied in a series of experiments. Severe shock was pro- 
duced in a number of dogs (not anesthetized) by repeated evi- 
scerations and mechanical irritations of the stomach, intestine, 
and peritoneum. The intravenous or intra-arterial injection of 
a 1% procaine solution was given to some dogs before and to 
others after the shock was present. This time element was of 
great significance. When the drug was given to dogs that were 
already in a state of shock it rapidly aggravated their condition 
and caused pronounced changes in the blood pressure, pulse 
rate, pulse, and temperature. When it was given to prevent the 
shock, it was markedly effective, and the pressure and pulse rate 
showed only very slight alterations. These results seem to indi- 
cate, therefore, that in clinical practice shock may be prevented 
by administering procaine to the patient, in addition to the com- 
mon drugs that are already in use; however, this drug should 
never be administered when shock is already present. The results 
in these experiments indicated that the response of the organism 
to the action of procaine depends also on the route of its ad- 
ministration (intra-arterial or intravenous) and the rapidity with 
which it is injected. 
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The Diagnosis of Tricuspid Insufficiency: Clinical Features in 
60 Cases with Associated Mitral Valve Disease. G. Sepulveda 
and D. S. Lukas. Circulation 11:552-563 (April) 1955 [New 
York]. 


The clinical signs and hemodynamic data found in 60 patients 
with chronic rheumatic heart disease and predominant mitral 
valvular involvement in whom an associated tricuspid insuffi- 
ciency was demonstrated by cardiac catheterization were re- 
viewed for the purpose of identifying the commonest manifes- 
tations of tricuspid insufficiency. A clinical diagnosis of the 
tricuspid lesion had been made in only 23.3% of these cases, 
although all the patients had a right atrial pressure curve 
characteristic of tricuspid insufficiency. All the patients were 
receiving digitalis and those with cardiac failure were under 
optimum medical control at the time of the study. The most 
constant clinical findings were atrial fibrillation, persistent liver 
enlargement, a history of right-sided failure, and roentgeno- 
graphic evidence of moderate to severe enlargement of the right 
atrium. A small QRS complex, frequently of the rsR’ pattern, 
in lead V; of the electrocardiogram was found in 60.4% of the 
cases. The pulmonary vascular resistance, right atrial mean, and 
right ventricular pressures were definitely higher in these pa- 
tients than in a group of patients with a similar degree of mitral 
involvement and atrial fibrillation, but no evidence of tricuspid 
insufficiency. The comparative infrequency with which the clas- 
sic signs of tricuspid insufficiency were found in the patients 
in this series suggests a need for modification of the diagnostic 
criteria; otherwise, a diagnosis of this condition can be expected 
in Only one fourth of the cases with definite physiological mani- 
festations of the lesion. Its preoperative recognition, however, 
is important because it is one of the factors that may limit the 
beneficial effects of mitral valvuloplasty. Its presence does not 
contraindicate the operation, but the impression has been cre- 
ated that patients with tricuspid insufficiency do not respond 
as well to valvuloplasty as those without it, either clinically or 
hemodynamically. 


The Clinical Results in the First Five Hundred Patients with 
Mitral Stenosis Undergoing Valvuloplasty. L. B. Ellis and D. E. 
Harken. Circulation 11:637-646 (April) 1955 |New York]. 


Significant improvement was secured in 77% of the first 500 
patients treated by mitral valvuloplasty in whom a preoperative 
diagnosis of predominant mitral stenosis had been made. Distri- 
bution of the patients according to the authors’ classification, 
which corresponds roughly to the functional classification of the 
New York Heart Association, showed no group | patients (those 
without any significant symptoms); only 13 group 2 patients 
(those who are handicapped by symptoms but in whom the 
condition is not particularly progressive); 342 group 3 patients 
(those suffering chiefly from pulmonary symptoms that are 
progressive in nature and severe enough to lead to significant 
and increasing limitation of ordinary activities); and 145 group 4 
patients (those who are cardiac invalids, mostly suffering from 
chronic congestive failure). Patients with mitral valvular disease 
should not be operated on unless they are substantially disabled 
by their disease and are going progressively downhill in spite of 
medical treatment, although exceptions may occasionally be 
made for those with lesser degrees of disability who find it hard 
to accept their limitations for reasons of occupation or other- 
wise. The operative mortality rate for the patients in groups 2 
and 3 has declined steadily from the comparatively high figure 
of 14% for the first 100 patients in this series to less than 3% 
for the last 100, and to still less in those who have been operated 
on since the series was completed. The death rate for group 4 
patients, however, has remained in the neighborhood of 25%, 
emphasizing the importance of operating on patients with mitral 
valve disease before their illness reaches a terminal stage. The 
fact that peripheral emboli developed in only 5 of the group 
of 440 patients who survived the operation and in whom there 
has been an average follow-up of 22 months seems to show 
that valvuloplasty substantially decreases the danger of late 
embolization, which in patients with mitral valve disease is a 
very real one. Regression after an initial period of improvement 
persisting for six months or more has occurred in 31 patients, 
in some of whom it may have been the result of unsatisfactory 
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dilatation of the valves; actual refusion of the valve cusps 
appears improbable. Clear-cut evidence of active rheumatic fever 
was present in only 7% of the surviving patients, but 31% have 
had one or more attacks of a postoperative syndrome charac- 
terized chiefly by chest pain and fever. The exact nature of 
these attacks will have to be elucidated by further study; for 
the most part, however, they have been benign and have sub- 
sided within a week or two. Improvement in the objective clinical 
findings, especially cardiac murmurs, heart size, and electro- 
cardiograms, was less striking than the subjective improvement. 
The clinical results, however, and the fact that a high proportion 
of the patients have been restored to comfortable and useful 
lives, show that while mitral valvuloplasty is a palliative and 
not a curative procedure, it has a definite place in the treatment 
of patients with incapacitating mitral valve disease. 


Our Experience in the First 100 Operations for Mitral Stenosis. 
Y. M. Pauzner. Harefuah 48:113-116 (March 15) 1955 (In 
Hebrew with English and French summaries) |Jerusalem-Tel 
Aviv, Israel]. 


One hundred forty commissurotomies for mitral stenosis were 
performed at the Tel Hashomer Hospital between June, 1952, 
and November, 1954. Five patients died, a postoperative mor- 
tality rate of 3.5%. No death occurred among the last 72 patients 
operated on. The first 100 patients, who were operated on before 
May, 1954, were followed up for 6 to 18 months. The patients 
were classified according to the degree of their disability, using 
the four grades of the New York Heart Association. There was 
no postoperative death among the 50 patients with a disability 
of grade 3. Results were decidedly good in patients in whom 
mitral insufficiency was not detected at the operation. Among 
the 40 patients with a disability of grade 4, the mortality rate 
was 10%, but otherwise the results of the operation were most 
encouraging. One patient died of uremia on the 13th post- 
operative day. The improvement among these patients was less 
striking than in the other groups with less pronounced disability. 
Several technical difficulties were encountered in the course of 
the operation, including those that resulted from the nature of 
the changes in the valve itself, absence of a left auricular 
appendage, and the presence of thrombi in the appendage and 
left atrium. Approach through an incision in the left atrium 
itself was necessitated in seven patients by the absence of a 
left auricular appendage; all of these operations were successful. 
Thrombi in the atrium or appendage were found in eight 
patients. These thrombi were removed, and the commissurotomy 
was performed. No systemic embolism occurred in the course 
of these operations or postoperatively. 


Successful Suture of Ruptured Myocardium After Nonpenetrat- 
ing Injury. G. Desforges, W. P. Ridder and R. J. Lenoci. New 
England J. Med. 252:567-569 (April 7) 1955 [Boston]. 


A case of cardiac rupture after nonpenetrating chest trauma 
with successful operative repair is reported. It concerned a man 
who was brought in by ambulance after an automobile accident. 
He was lying asleep in the rear seat of an automobile, said to 
have been traveling at a high rate of speed, when it struck a 
tree head-on. The driver of the car was killed instantly, and 
the patient was believed to have been thrown against the front 
seat. On admission he was stuporous but could be aroused. He 
was bleeding from the nose and mouth. Physical examination 
revealed rapid, shallow breathing, with an intact rib cage. There 
was cyanosis of the nailbed, lips, and ears. Dullness on per- 
cussion, with diminished breath sounds, was noted over the 
right chest. The trachea was shifted to the left. A film of the 
chest showed a diffuse haze over the right lung. The mediastinum 
was shifted to the left. While whole blood was being administered 
thoracentesis was performed, and 675 cc. of bright-red blood 
was removed from the right pleural cavity. The patient immedi- 
ately improved. Five hours after admission the patient was 
transferred to a surgical ward. During the next two hours his 
condition gradually worsened. Examination of the chest revealed 
return of dullness on the right side, tracheal shift to the left, and 
diminution of breath sounds over the right lung. He suddenly 
coughed and vomited some old blood. He became comatose, 
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extremely cyanotic, and pulseless. Thoracentesis was done, with 
removal of 2,000 cc. of fresh bright-red blood from the right 
pleural cavity. His condition again improved. Nine hours after 
admission, with two blood transfusions being administered simul- 
taneously, thoracotomy was done. There was a large hematoma 
in the right middle lobe anteriorly. As the lung was retracted 
from the mediastinum blood gushed into the thorax from a 
longitudinal rent in the pericardium overlying the right atrium. 
A 4 cm. longitudinal tear in the right atrium and superior vena 
cava at their junction was identified and occluded with two large 
triangular lung clamps. A simple running suture of No. 000 
black silk was used to close the tear in the atrium and vena 
cava. The pericardial rent was left open, and the chest closed 
after a catheter had been placed for underwater drainage, Con- 
valescence was uneventful. This is believed to be the first such 
case so treated. The importance of suspicion of possible great 
vessel or cardiac damage secondary to nonpenetrating injuries 
is emphasized. 


Is Survey Cancer of the Lung Curable? K. R. Boucot and M. J. 
Sokoloff. Dis. Chest 27:369-388 (April) 1955 [Chicago]. 


The Philadelphia chest survey program has been as interested 
in detecting lung cancer as in finding active tuberculosis, after 
it became evident that lung cancer was masquerading as tuber- 
culosis. In order to ascertain the role of surveys in finding 
curable lung cancer, a list was made of 100 consecutive car- 
cinoma cases detected at two official Philadelphia city chest 
x-ray units beginning with January, 1947. Only those were 
included whose diagnoses were confirmed pathologically by 
tissue obtained at operation, by biopsy, and by autopsy. In eight 
instances in which the clinical course and roentgenographic 
changes on serial films were consistent, positive cytological 
reports on bronchial secretions were accepted as proof. The 
length of the follow-up period ranged from 3 to 80 months. Of 
the 57 patients with a minimal three year follow-up period, only 
five (9%) were resected and alive at the end of the three years 
after their first abnormal photofluorograms. Exploration was 
carried out in 52 instances, but resection was possible in only 30. 
Immediate hospital mortality was 17%. Detailed survival studies 
on the 57 patients surveyed prior to Aug. 31, 1950, suggest a 
more grave prognosis for those younger than 55, those whose 
photofluorograms suggested neoplasm or tuberculosis, those 
with respiratory symptoms severe enough to have caused them 
to seek medical advice, those with bronchoscopic abnormality 
of any type, those with undifferentiated carcinomas, and those 
with concomitant active tuberculosis. Paradoxically, the fate of 
patients hospitalized within three months of their abnormal 
photofluorograms was worse than that of those with delays of 
more than three months. Two factors may obscure the true 
relationship between prompt hospitalization and ultimate fate. 
The first is the emergency admission of patients whose photo- 
fluorograms at once suggested neoplasm and who were mostly 
already beyond salvage. The second is the better prognosis of 
those whose film lesions were inconspicuous. Examination of 
individual components of delay in hospitalization revealed three 
causes for significant delay—the radiologist, the patient, and the 
clinician. Any photofluorographic abnormality in men over age 
45 should be considered as possibly due to lung cancer. The 
highest salvage may well lie in the group whose films least 
suggest malignant lesion. Of 29 patients on whom earlier 
“negative” films were available, 13 were still considered negative 
on review, while 16 had lesions that had been missed. The fate 
of the “erroneous negatives” was better than that of the “true 
negatives.” With present techniques, less than 10% of survey- 
detected lung cancer appears curable. 


Early Diagnosis of Primary Lung Cancer. A. B. Victor. Dis. 
Chest 29:389-402 (April) 1955 [Chicago]. 


The most important factor in the diagnosis of carcinoma of 


‘the lung is the awareness of its possible presence. Victor dis- 


cusses the pathogenesis of symptoms and signs in primary car- 
cinoma of the lung, and tabulates the frequency of initial and 
of all symptoms in 4,117 collected cases of lung cancer. He 
evaluates the various diagnostic methods that have proved of 
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value in the detection of lung cancer: x-ray examination of the 
chest including bronchography, tomography, angiocardiography, 
and cinedensigraphy; cytological examination of exfoliated cells, 
bronchoscopy, needle biopsy. thoracentesis, lymph node biopsy, 
diagnostic pneumothorax, thoracoscopy, and exploratory thora- 
cotomy. There is almost no chest disease that can not be simu- 
lated by lung cancer. To spend three months looking for the 
tubercle bacillus while a carcinoma is spreading and when other 
methods of investigation will yield a quick answer is negligent, 
and it is not in a patient’s interest to watch a shadow for weeks 
or months radiologically when a bronchoscopic examination 
may give an immediate diagnosis. The operative mortality rates 
with pneumonectomy for cancer of the lung have now been 
reduced in most clinics to about 5 to 10%. Surgical techniques 
have been perfected, yet the best result that the most experi- 
enced thoracic surgeons can accomplish is an over-all 5 to 9% 
five-year salvage. Two-thirds to three-quarters of all cases are 
inoperable when first seen. From one-third to one-half of those 
explored have a disease that is too far advanced to permit re- 
section, and well over one-half of the resections that are done 
are merely palliative. However, series are accumulating that 
show that the five year survival rate in resected cases is 18 to 
23%, in those patients given “curative” resections the five year 
survival rate may be as high as 38%. The more the patients who 
can be referred to the thoracic surgeon in time for a curative 
resection, the greater the hope for a successful attack on lung 
cancer. 


Extent of Pericardial Resection in Adhesive Pericarditis. R. 
Zenker, Chirurg 26:158-161 (April) 1955 (In German) [Berlin, 
Germany}. 


According to Zenker, internists and surgeons are in agreement 
that in the surgical treatment of adhesive, constrictive peri- 
carditis only the resection of a more or less extensive portion 
of the pericardium and of the epicardial fibrotic tissue will im- 
prove the stasis manifestations. Removing the accretio cordis by 
cardiolysis according to Brauer, or detaching the adhesions be- 
tween enicardium and pericardium by means of Delorme’s 
decortication is not sufficient. Experiences in the course of 71 
pericardiectomies convinced Zenker that resection of the peri- 
cardial and epicardial adhesion over the left and right ventricle 
usually produces a rapid and complete regression of the inflow 
stasis in adhesive constrictive pericarditis. In a few cases it is 
also necessary to free the right auricle and the venae cavae 
from their constrictive adhesions. Comparison of the results of 
the various techniques of pericardiectomy convinced the author 
that subtotal pericardial resection by the transternal approach 
is best. He prefers the transverse cutting of the sternum to 
longitudinal splitting. This approach permits resection of the 
pericardium from all parts of the heart and also the removal 
of constrictive adhesions from the venae cavae. 


Reinforcement of Fresh Autogenous Venografts to Aorta: 
Experimental Study with Polyvinyl! Formalinized (Ivalon) 
Sponge. J. D. Mortensen, J. E. Edwards, J. H. Grindlay and 
J. W. Kirlin. A. M. A. Arch. Surg. 70:545-554 (April) 1955 
|Chicago}. 


Utilization of a segment of fresh autogenous vein as a graft 
to replace a resected segment of artery has certain advantages 
over the use of preserved arterial homografts, but there are 
also certain drawbacks, one of the most important being the 
danger of dilation and formation of an aneurysm in the relatively 
thin-walled, inelastic segment of the vein that must carry blood 
under arterial pressures. Various methods have been tried to 
reinforce the walls of the autogenous venograft. The unique 
properties of polyvinyl formalinized (Ivalon) sponge that enable 
it to become thoroughly impregnated with tough yet pliable and 
vascularized fibrous tissue, thus forming a “living reinforce- 
ment,” prompted Mortensen and associates to consider this 
material as a possible reinforcing agent around fresh autogenous 
venografts implanted into the aorta. Segments of fresh autoge- 
nous external jugular vein were used in adult female mongrel 
dogs as free grafts to replace resected segments of the abdominal 
portion of the aorta. Such venografts, when reinforced with a 
sheet of polyvinyl formalinized sponge wrapped around the vein 
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at the time of implantation, functioned satisfactorily and re- 
mained remarkably free from tendencies to thrombose, dilate, 
or constrict during a nine month follow-up period. Poor results 
attributable to the graft itself were found in only 3 of 22 
Ivalon-wrapped venografts to the aorta. Similar fresh autoge- 
nous venografts that were not reinforced or were reinforced 
with fascia, with nylon netting, or with both fascia and Ivalon 
sponge were less satisfactory, more than 60% (7 of 11) of such 
venografts giving poor results. There was no histological evi- 
dence that these fresh autogenous venografts to the aorta main- 
tained their cellular integrity. On the contrary, it appeared that 
all constituents of the healed venograft wall, with the exception 
of a few elastic fibers in the media and the reinforcing exogenous 
material, had developed from the recipient’s own tissues in a 
manner similar to that occurring in arterial homografts. 


The Early Correction of Inguinal Hernia. O. C. Bruton and 
L. D. Heaton. J. Pediat. 46:437-441 (April) 1955 [St. Louis}. 


Of 268 infants and children operated on for the repair of 
inguinal hernia between 1948 and 1954, the diagnosis of the 
condition was made in 115 (43%) before they were 6 months 
of age. Since inguinal hernia is a common congenital defect its 
diagnosis is usually made early in life. Forty-four of the authors’ 
patients required emergency surgical intervention because of 
incarceration or strangulation, which is observed frequently in 
patients less than 2 years old. Of the 44 patients, 36 were less 
than one year, and 26 were 6 months or less; not one of the 
patients was over 4 years of age when incarceration was diag- 
nosed. The contents of the hernial sac were reported as small 
intestine, ovary and salpinx, large intestine and omentum, and 
testes in that order of frequency. There were no serious com- 
plications and no deaths. The average hospital stay in the course 
of the past three years was 4.7 days as compared to 9.3 days 
for the two years before this period. All patients had a three 
month postoperative check-up. There has been no case of re- 
currence or of testicular atrophy. Under optimal hospital con- 
ditions infants tolerate the repair of inguinal hernia extremely 
well and the operative results are excellent. With discretion, 
the repair of inguinal hernia should be done as an elective 
procedure as soon as possible after the diagnosis has been 
made. 


Prostatic Cancer X: Comparison of Open and “Punch” Biopsy 
Techniques. P. B. Hudson, A. L. Finkle, H. M. Jost and others. 
A. M. A. Arch. Surg. 70:508-512 (April) 1955 [Chicago]. 


Approximately 85% of all prostatic cancers arise from the 
posterior prostatic lamella, and both the punch and the open 
surgical perineal prostatic biopsy techniques use specimens from 
that part of the prostate gland. To compare these two methods 
studies were made by Hudson and associates on two groups of 
patients. In 200 patients the diagnosis of early prostatic cancer 
was sought without any clinical indication that the patient might 
harbor a malignant growth of the prostate gland; these patients 
are in essence a survey of a segment of the aging male popula- 
tion for early prostatic cancer. The second group, consisting of 
13 patients, was referred to the urologic service of the Francis 
Delafield Hospital after a clinical suspicion of malignant dis- 
ease had been established elsewhere. Each patient in both groups 
was given a complete physical examination with urinalysis, blood 
count, and blood chemistry. A radiographic survey of the skele- 
tal system and of the thorax was made, and intravenous urog- 
raphy and cystoscopic examinations were performed. For the 
combined biopsy technique, the patient is anesthetized and 
placed in exaggerated lithotomy position, and a No. 24 F pros- 
tatic urethral tractor is introduced and opened. After sterile 
preparation and draping of the perineal skin, a 0.5 cm. skin 
incision is made just lateral to the median raphe. The prostate 
gland is then palpated against the prostatic tractor. The modi- 
fied Gusberg cervical punch is then introduced through the small 
skin incision and is guided by the palpating finger in the rectum 
to the posterior surface of the prostate gland. The cups of the 
biopsy instrument are opened as the tip enters the posterior 
anatomic capsule, and a core of tissue is removed. Immediately 
after this punch biopsy, an open surgical dissection of the peri- 
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neum is performed. The entire posterior aspect of the prostate 
gland is exposed, and a wedge of tissue extending the breadth 
of the prostate gland is removed. The punch biopsy proved of 
little value in the detection of prostatic cancer in the survey 
group of 200 patients. The diagnosis made as a result of exami- 
nation of tissue obtained by open perineal prostatic biopsy 
showed a positive correlation with the final pathological diag- 
nosis of +0.995 in 200 cases. The punch biopsy is of no value 
whenever the diagnosis from punch specimens does not reveal 
carcinoma. The punch biopsy is of greater value in document- 
ing known or suspected cases of prostatic cancer than it is for 
the detection of early, curable lesions. For detecting prostatic 
cancer in its curable stage, open surgical biopsy of the prostate 
through the perineal anatomic approach is superior to other 
methods. 


Corn Picker Injuries. D. W. Robinson and C, A. Hardin. Am. 
J. Surg. 89:780-783 (April) 1955 |New York]. 


Of the 18 patients with corn picker injuries seen at the de- 
partment of surgery of the University of Kansas Medical Center 
during the last five years, only five injuries were superficial. In 
13 patients, fingers, hands, or the forearm had to be ampu- 
tated. Owing to mangling and grinding of the deeper structures, 
some repaired hands were quite stiff, anesthetic in part and non- 
functional. Extensive tendon injuries, present in 10 of the 18 
patients, often without good viable soft tissue coverage, caused 
great disability. Extensive damage to the intrinsic muscles pro- 
duced a claw-like hand that had very little motion. A serious 
aspect of the hand injured in a corn picker is the tendency to 
late gangrene of the whole part or late necrosis of bone be- 
cause of damage, often with traumatic spasm of the superficial 
and deep palmar arches. Various attempts to obtain a better 
blood flow by vasodilator drugs or block of the brachial plexus 
or sympathetics have not been satisfactory. Great economic loss 
was produced by prolonged hospitalizations and permanent loss 
of earning power caused by the defunctionalization of the hand. 
Important factors in definitive care are: complete examination 
(including neurological and radiographic studies); use of a 
tourniquet, at least early in debridement; minimal debridement: 
coverage (for early healing) by wound closure, skin graft, or 
distant pedicle flap. Length should never be sacrified for closure. 
Farmers are prone to accidents, because they often work alone 
with heavy machinery, they have very little training about pos- 
sible accidents, they use the machines not constantly but only 
seasonally, they often remove safety Cevices to facilitate opera- 
tion, and too often they will not shut off a machine while un- 
clogging or fixing it. Educational campaigns among farmers 
should put stress on the dangers and great economic loss involved 
in these accidents. 


Retrograde Intramedullary Introduction of Multiple Kirschner 
Wires into the Ulna as a Method of Choice in Forearm Frac- 
tures or in Isolated Fractures of Ulnar Shaft. M. A. Zehnder. 
Mil. Med. 116:282-285 (April) 1955 |Washington, D. C.]. 


Zehnder calls attention to the high incidence of delayed union 
and pseudarthrosis or fragment angulations in fractures of both 
bones of the forearm. In his experience even the plating of such 
fractures cannot prevent a pseudarthrosis of an ulnar shaft frac- 
ture. Robertson used Rush pins satisfactorily, but explains that 
the operation is not easy and insists on great care in selecting 
a fixation device suitable in length and maximal diameter for a 
snug fit in the medullary canal, yet permitting easy separation 
and apposition of the fragments on the pin. Zehnder feels that 
one of the main difficulties in intramedullary fixation is the pre- 
vention of the rotatory movement of the forearm at the frac- 
ture site, where the internal rod or pin acts as an axle, permit- 
ting rotational movements. For this reason he has used multiple 
Kirschner wires. He considers the retrograde intramedullary 
introduction of multiple Kirschner wires into the ulna (intro- 
duced at the fracture site through the proximal fragment and 
returned by retrograde insertion into the distal intramedullary 
canal) as the method of choice for the fixation and stabilization 
of fractures of both bones of the forearm and for isolated ulnar 

fractures. The ease of the procedure, which does not require 
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Selecting pins and nails of specific size, shape, or length, makes 
it an ideal operation that can be performed in a short time and 
with simple tools available in every operating room. The multi- 
ple wires give sufficient strength and support even against rota- 
tory stress. The author treated six patients with this multiple 
wire method, and obtained good results in all except one of 
them, in whom osteomyelitis developed after a compound ulnar 
fracture and caused undue delay of bone union. 


NEUROLOGY & PSYCHIATRY 


The Epidemiology of Poliomyelitis: A Study of an Outbreak 
in Payson, Utah, 1951, P. F. Wehrle. California Med. 82:314- 
318 (April) 1955 [San Francisco}. 


In 1951, a total of 22 cases of poliomyelitis occurred in three 
adults between the ages of 21 and 26 and in 19 children be- 
tween the ages of | and 11 in an unusually intense and severe 
outbreak of the disease in the town of Payson, Utah, with a 
population of 3.979, giving a rate of 553 per 100,000. There 
was a history of contact with the initially introduced case in 
four of these cases and a probable contact in one additional 
case. Thirteen additional cases appeared to have followed con- 
tact through intermediaries with the family in which the first 
cases occurred. In three cases no definite contact could be ascer- 
tained, and the final case occurred efter close contact during 
the early paralytic stage with one of these three cases of un- 
known origin. There was bulbospinal involvement in 12 patients, 
and in 10 patients spinal paralysis alone was manifest. There 
Was no instance of bulbar involvement without spinal paralysis, 
and no nonparalytic cases were recognized. This pattern did not 
differ significantly from that in other parts of Utah County 
where only 3.2% of all cases showed only bulbar without spinal 
involvement. No deaths occurred. Although the patients, with 
three exceptions, used city water in which Escherichia coli was 
present in significant amounts in 17 of 27 samples tested, the 
curve of the outbreak did not resemble that of a waterborne 
epidemic, nor did the radial spread throughout the town suggest 
this. No common contact with the known contaminated nearby 
Utah Lake was present, and although flies could have played a 
part in the dissemination of the disease, particularly during the 
early part of the outbreak, it would seem difficult to believe that 
the flies would fortuitously infect just those persons who had 
a history of close direct or intermediate contact with patients 
with poliomyelitis. With regard to the type of contact, the most 
frequently obtained history was that of close contact of chil- 
dren during play periods. In those patients having single con- 
tact, only two in number, the contact was close and of a duration 
exceeding one hour. In one case the interval between contact 
and onset of the disease was 7 days, and in the other 14 days. 
All of the patients had contacts other than those traced back 
to the original source, and, through the parents, contacts with 
other towns as well. It would seem difficult to explain this 
sequence of cases by means other than that of direct personal 
contact with either early cases or contacts of early cases. These 
observations again confirm those by other investigators who em- 
phasized the importance of personal contact in the epidemiology 
of poliomyelitis. 


The Vital Capacity as a Measure of the Spontaneous Breathing 
Ability in Poliomyelitis. B. G. Ferris Jr., A. Warren and C, A. 
Beals. New England J. Med. 252:618-621 (April 14) 1955 
|Boston}. 


Vital capacities were measured in the acute and in the con- 
valescent stages in patients with respiratory-muscle paralysis 
caused by poliomyelitis. The optimum unassisted time in 56 
convalescent patients was determined by measurement of the 
vital capacity at regular intervals during a period of continuous 
unassisted breathing. The appearance of a sustained fall of 15 
to 20% in the observed vital capacity was taken to represent 
the onset of “fatigue” of the functioning respiratory muscles. 
Repeated measurements of the vital capacity in this manner 
were referred to as the “vital-capacity tolerance test.” The opti- 
mum unassisted breathing time or the breathing time without 
“fatigue” was considered to be the interval before such a sus- 
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tained fall in the vital capacity. The vital capacities of three 
patients acutely ill with varying degrees of respiratory-muscle 
paralysis caused by poliomyelitis were also recorded, and the 
longest duration of unassisted breathing at one interval was 
recorded. “Unassisted-breathing time” was determined by the 
patients’ subjective sensations, by the clinical judgment of the 
resident staff, and by the observation of clinical signs such as 
increased pulse and respiratory rate, dilatation of the alae nasi, 
use of accessory muscles of respiration, and flushing of the skin. 
No “vital capacity tolerance tests” were done on the acutely 
ill patients. Results showed that patients with chronic polio- 
myelitis require a vital capacity of about 30 to 35% of the 
predicted value before they can breathe unassisted for 24 hours 
or more, and since their carbon dioxide production is less than 
that of an acutely ill, febrile, apprehensive patient, it is believed 
that during the acute stage, when the vital capacity falls to 50% 
of the predicted value or below, the acutely ill patient should be 
given a trial in a respirator. After the trial in the tank respirator 
the patient should be removed from the respirator at least for 
a short time. This will reassure him that the tank respirator is 
merely an aid to his breathing. The early use of a tank respirator 
will permit the patient to gain confidence in the staff and the 
tank respirator and will also help to reduce the extreme fear 
and apprehension that is experienced with the loss of respiratory 
function. When the vital capacity is below a third of the pre- 
dicted value, use of a tank respirator during several! hours of 
the day is indicated. The exact length of time tank respirators 
or other devices will be required will vary, depending on in- 
dividual considerations. The vital capacity expressed as a per- 
centage of the predicted vital capacity is a useful index of the 
need for respiratory aid during the course of poliomyelitis and 
can be used to guide the weaning program. 


Cerebrovascular Accidents. H. M. Askenasy. Harefuah 48:117- 
121 (March 15) 1955 (In Hebrew with English and French 
summaries) [Jerusalem-Tel Aviv, Israel]. 


In the course of his general study on spontaneous vascular 
accidents the author paid particular attention to the various 
forms of hemorrhagic accidents. A correct etiopathogenic diag- 
nosis is possible in most cases only with the aid of arteriography, 
which alone can reveal the lesion responsible for the condition. 
It is only after determination of the causation through identi- 
fication of the source of the hemorrhage and its origin, (cerebral 
or subarachnoid) that it is possible to decide whether surgical 
intervention is indicated. Visualization of a cerebrovascular mal- 
formation or of an aneurysm of the circle of Willis calls for 
a consideration of the advisability of surgical treatment; the 
topography, the size, and the anatomic form of the lesion should 
all be taken into account. The surgical methods, direct intra- 
cranial approach or ligature of the carotid artery in the neck, 
are discussed, and the importance of a careful selection of the 
cases is stressed. Surgical intervention for cerebral hemorrhage 
is discussed with emphasis on the importance of the clinical 
syndrome of spontaneous intracranial hematoma. 


Experimentally Induced Hypotension: Clinical and Electro- 
encephalographic Consequences. H. Stevens and J. F. Fazekas. 
A. M. A. Arch. Neurol. & Psychiat. 73:416-424 (April) 1955 
|Chicago]. 


The clinical, electroencephalographic, and cerebral vascular 
changes in 19 patients admitted to the District of Columbia 
General Hospital were studied during and after induction of 
hypotension by placing the person on a tilt table, injecting hexa- 
methonium intravenously, and raising and lowering the head of 
the table to obtain the desired response. Results showed that 
profound and rapid drop in blood pressure is possible without 
producing significant electroencephalographic changes. Beyond 
a certain critical level, dysrhythmia appears abruptly and is 
usually correlated with conspicuous clinical signs of cerebral 
ischemia and also with lowered blood flow. The cerebral blood 
flow, and not the initial blood pressure or the decrement in 
blood pressure, is the determining factor in producing electro- 
encephalographic changes. In persons with severe hypertension, 
cerebral blood flow diminishes to critical levels at a relatively 
higher blood pressure. This is presumed to represent increased 
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cerebral vascular resistance and reflects a diminished capacity 
to adapt to the induced hypotension, as contrasted with normo- 
tensive or mild hypertensive persons. The clinical effects of cere- 
bral ischemia produced in this way evoke a more or less 
stereotyped pattern, which terminates in some cases in convul- 
sions or coma. Decreased cerebral blood flow and electro- 
encephalographic dysrhythmia occur abruptly and only after 
profound fall in blood pressure. The clinical manifestations may 
be conspicuous without any effects on cerebral blood flow or 
on the electroencephalogram. The occurrence of cerebral 
ischemia with or without convulsions suggests that this tech- 
nique of experimentally induced hypertension might duplicate 
the therapeutic response that occurs with other forms of con- 
vulsive therapy, for example, electroshock and pentylenetetrazol 
(Metrazol) shock. The hypotensive technique has the one ad- 
vantage of producing milder and controllable seizures. Another 
potential use of induced hypotension is in activation of the 
electroencephalogram. 


Carotid Thrombosis—A Cause for the “Stroke” Syndrome. J. F. 
McGuire and R. Jaeger. GP 11:59-65 (April) 1955 |Kansas 
City, Mo.}. 


Thrombosis of the internal carotid is a not uncommon cause 
for various kinds of “strokes,” particularly in young or middle- 
aged adults. The observations described in this paper were made 
on 15 patients collected over a period of four years. Thirteen 
of these patients were in the age group between 41 and 59 years, 
and only two were 60 or over. Internal carotid thrombosis should 
be thought of in all cases of hemiparesis or hemiparesthesia 
of young people. Generally, the residual neurological deficits in 
this condition are minor, when the thrombus is limited to the 
carotid in the neck, yet death and permanent hemiplegia can 
be caused by it, especially in elderly persons. It may result in 
no serious neurological deficit until or unless the opposite carotid 
should become thrombosed or narrowed by arteriosclerosis. 
Therefore, the immediate prognosis is good in the young; poor 
in the aged. The symptoms include headache, hemiplegia, transi- 
ent extremity weakness or hemiparesis, paresthesia of the face 
and extremities, tinnitus, earache, partial to complete blindness, 
asterognosis, aphasia, homonomous hemianopsia, personality 
changes, and decrease in the power of cerebration. Mental dis- 
orders, such as emotional instability and memory loss, occur 
if the brain structure is badly damaged. The widespread neuro- 
logical symptoms run a varying course Over many months. Vaso- 
spasm, embolization, and extension of thrombosis may explain 
the transient symptoms. Recurring, unexplained syncope in 
adults, should be investigated for internal carotid thrombosis. 
Arteriography should be employed to verify the impression of 
internal carotid thrombosis or the relative adequacy of this 
vessel. A study of internal carotid thrombosis throws consider- 
able doubt on the wisdom of ligating this artery in a patient of 
any age, because of the danger of sequelae in the later decades 
of life when the remaining carotid’s patency is jeopardized by 
arteriosclerosis. When carotid ligation is contemplated, adequacy 
of the opposite carotid should be established beyond doubt by 
arteriography and by prolonged digital compression. 


Problem of Fatal Complications After Electroshock (Report on 
Three Observations). H. F. Paarmann and A. Veltin. Nervenarzt 
26:106-111 (March 20) 1955 (In German) |Berlin, Germany}. 


Paarmann and Veltin present case histories of three patients 
who died from complications resulting from electroshock 
therapy. The clinical aspects and the findings at autopsy indi- 
cated that cerebral edema was responsible for death in all three. 
Other clinical and pathologic findings in these cases suggested 
that the functional condition and the wall structure of their 
vascular systems was impaired. This is the more significant if 
it is considered that vasosympathetic reactions in the form of 
circulatory disturbances and vascular permeability are patho- 
logically exaggerated during electroshock. It is suggested that 
in the temporary psychic and neurological disturbances that 
occur after the temporary loss of consciousness induced by elec- 
troshock abortive forms of the same disorder might be found. 
One of the three reported cases had fat embolism in addition 
to cerebral edema. 
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Morphological Nervous Changes in Survivors of Severe Jaundice 
of the Newborn. L. Crome. J. Neurol., Neurosurg. & Psychiat. 
18:17-23 (Feb.) 1955 (London, England]. 


The structural changes found in the early fatal cases of Rh 
sensitization are characterized by generalized jaundice with stain- 
ing by bilirubin of certain focal areas of the gray matter of 
the central nervous system, a blood picture marked by erythro- 
blastosis and hemolysis, and some less constant findings in other 
organs. The distribution of the stained foci in the central nervous 
system is very variable. The histological changes in these cases 
of acute kernicterus are also inconstant. Infants who survive 
to develop neurological sequelae of residual kernicterus have 
similar, even if less marked, structural changes. After tabulat- 
ing the structural nervous changes in previously recorded cases 
of neurological disease following severe jaundice of the newborn 
infant, Crome describes the clinical aspects and morbid anatomy 
of two additional patients with serologically established rhesus 
factor incompatibility, neonatal jaundice, and erythroblastosis, 
both of whom recovered from the initial acute condition to de- 
velop neurological disease. These two cases correspond fairly 
closely with those recorded by earlier workers. The morph- 
ological changes in both were characterized by widespread loss of 
nerve cells in the cerebral cortex and by a more localized change 
in the globus pallidus. The two main morphological changes are 
not specific for Rh sensitization. Loss of cortical nerve cells with 
ensuing laminar rarefaction is a common finding in the brain 
of low-grade mental defectives of many nosological groups. The 
globus pallidus is also a common seat of pathological processes, 
particularly those associated with anoxic states. Changes in the 
corpus luysi were observed in only one of the two cases. De- 
ficiency in the large radial bundles of the putamen was present 
in both cases. The structural nervous changes in Rh sensitiza- 
tion are, like those of the acute kernicterus preceding it, wide- 
spread. They are characterized by loss of nerve cells in the 
cerebral cortex and reduction in size, demyelination, and fibrous 
gliosis in the globus pallidus, and, more rarely, in the corpus 
luysi. 


The Nature and Treatment of Delirium Tremens and Allied 
Conditions. R. W. Armstrong and J. Gould. J. Ment. Sc. 101:70- 
84 (Jan.) 1955 [London, England}. 


Armstrong and Gould relate the histories of 14 patients with 
delirium and allied psychotic states associated with alcohol, in- 
fection, and, at times, drugs. The patients were treated with 
high potency vitamin mixtures given parenterally. The dosages 
employed in these cases indicate that the more rapid results 
are obtained with the higher total daily doses of vitamins. The 
authors suggest that further clinical trial is called for and that 
in a typical delirium tremens or toxin infectious delirium the 
following dosage regimen should be used: ascorbic acid 1,500 
mg., aneurin hydrochloride 1,000 mg., nicotinamide 100 to 400 
mg., pyridoxin 200 mg.; this is repeated in four to eight hours 
if it is necessary, followed by half doses at intervals of four 
to eight hours as indicated clinically. It has been pointed out 
that the bodily reserves of ascorbic acid, thiamin, and nicotina- 
mide are relatively meager if sudden demands have to be met 
and that the bodily requirements of these vitamins are raised by 
infection, increase of metabolism, and increase of temperature. 
It has also been shown that barbiturates exert their action in the 
central nervous system by interfering with the respiratory en- 
zymes of the brain and thus the combination of barbiturates 
and enzymes may be clinically reversed by the administration 
of vitamins, or the formation of new enzymes may be thus facili- 
tated. The authors feel that the results obtained are sufficiently 
good to warrant more extended trial. 


Observations on the Effect of Largactil in Psychiatric Illness. 
A. A. Baker. J. Ment. Sc, 101:175-182 (Jan.) 1955 {[London, 
England]. 


Largactil, also known as chlorpromazine, has been on trial at 
Netherne Hospital since 1953. Eighty patients have been treated. 
There were 38 with schizophrenic disorders, and other patients 
had mania, endogenous depression, disturbed senile dementia, 
or anxiety states. Chlorpromazine can be given orally or by 
intramuscular injection. Concentrated solutions may cause con- 
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siderable irritation when given by injection. The intramuscular 
dosage is from 25 to 50 mg. given three or four times daily. 
The oral dose needed is between one and two times the intra- 
muscular dosage. There is a wide individual variation in re- 
sponse, the usual oral dosage being between 150 and 200 mg. 
daily, but some patients can only tolerate 75 mg., while others 
appear unaffected by 600 mg. daily. In cooperative patients 
treatment was usually commenced with 25 mg. three times daily 
by mouth, and 50 mg. three times daily was given the next day, 
then increasing to 75 mg. four times daily if necessary. In the 
acutely disturbed psychotic patient, it was found necessary to 
commence treatment with intramuscular injections of 25 to 50 
mg. four times daily. Of the two groups of schizophrenic pa- 
tients treated, one consisted of “quiet” patients, most of whom 
had been in the community and returned to it after treatment. 
The “disturbed” group were all long-stay patients who had 


_ already had most known methods of treatment with no perma- 


nent benefit. This disturbed group contained some patients who 
improved considerably. As with the acute group, it was the tense, 
aggressive patient who received the greatest benefit. It has en- 
abled the staff to make considerable progress with their resocial- 
ization. Gradual relapse has led to increased dosage in several, 
but so far none have required more than 400 mg. daily. The 
quiet group of chronic schizophrenic patients showed little re- 
sponse. In the manic cases the response was immediate and was 
maintained for as long as the drug was exhibited. The manic 
patient in whom full recovery resulted had a history of several 
previous manic episodes. It is probable that recovery would have 
occurred without the drug, but her period in the hospital may 
have been shortened—her attacks usually lasted six months, but 
this one lasted only three months. Patients with endogenous de- 
pression obtain good relief from agitation and the somatic 
symptoms of their depression, but the depressive mood itself is 
but little affected. The patients showing the most constant re- 
sponse have been those with senile dementia with restless be- 
havior. The drug will prove useful as a symptomatic method 
of treatment. 


GYNECOLOGY & OBSTETRICS 


Hypofibrinogenemia Associated with Abruptio Placentae. W. L. 
Semler, D. J. Werner, J. J. Werner and others. Wisconsin M. J. 
54:177-180 (March) 1955 |Madison, Wis.]. 


An unusual bleeding tendency or hypofibrinogenemia may 
be responsible for the coagulation defect in some cases of 
abruptio placentae. The hemorrhagic phenomena that may com- 
plicate amniotic fluid embolism have also been attributed to 
low fibrinogen levels. Retention of a dead fetus in utero for 
a prolonged period could lead to a similar syndrome. Although 
the pathogenesis of the disturbance of the coagulation mecha- 
nism in these conditions is not completely established, it can 
be readily diagnosed and managed if it is kept in mind. Four 
cases of abruptio placentae in which hemorrhage was associ- 
ated with hypofibrinogenemia are presented. The diagnosis of 
this condition can be readily made by the “clot observation 
test.” The test consists of placing freshly drawn blood into a 
clean, dry test tube and observing the nature of the clot. Failure 
of the blood to clot or to form a stable clot is evidence that the 
plasma fibrinogen has dropped to a critical level. If a clot forms 
but dissolves within an hour when incubated at 37 C, there is 
the probability that fibrinolysis is present in addition to fibrino- 
genopenia. Hypofibrinogenemia must be promptly corrected. 
The choice of obstetric treatment depends on the degree of 
placental separation, the status of the infant, and on whether 
or not shock is present. Artificial rupture of the membranes 
may be performed in the mild cases to initiate labor. In the 
severe cases the fetus is usually dead, and all efforts are di- 
rected to saving the mother. The patient is given multiple trans- 
fusions to combat shock. When there is hypofibrinogenemia, the 
use of fraction 1 of Cohn, which contains mainly fibrinogen 
and antihemophilic globulin, has to be considered. The danger 
of transmitting homologous serum hepatitis with this prepara- 
tion should be borne in mind. None of the patients reviewed 
here received more than 2.1 gm. of this material, but in severe 
cases 8 gm. or more may be needed. One of the four patients 
responded adequately to the transfusion of three pints of bank 
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blood, without the use of fibrinogen. When the patient has re- 
covered sufficiently from shock and the clotting mechanism is 
deemed adequate, then one must decide whether to deliver the 
patient normally or to do a cesarean section. 


Coagulation Defects in Obstetric Shock: Meconium Embo- 
lism and Heparin; Fibrin Embolism and Defibrination. C. L. 
Schneider. Am. J. Obst. & Gynec. 69:758-775 (April) 1955 
St. Louis}. 


Schneider investigated the possible presence of one or more 
circulating anticoagulants during the hemorrhagic diatheses of 
two kinds of obstetric shock: the shock of amniotic embolism, 
and the shock of abruptio placentae. The shock of amniotic 
embolism was interpreted by its discoverers as being due to 
pulmonary embolism of amniotic debris. Obstetric shock that 
occurs during abruptio placentae is interpreted as being due to 
pulmonary vascular occlusions caused by fibrin deposition. Im- 
portant as fibrin deposition may be in abruptio placentae, as 
yet no evidence has been presented indicating that fibrin coagu- 
lation contributes importantly to the circulatory embarrassment 
of amniotic embolism. Shock was induced in dogs by causing 
experimental meconium embolism. The circulating blood be- 
came incoagulable. The plasma components of coagulation were 
not used up; fibrinogen, prothrombin, and accelerator globulin 
(i. e., labile factor, or factor 5) remained in full strength. Heparin 
was present in the circulating blood. There was no increase or 
decrease of antithrombin activity other than the antithrombin 
activity of the heparin. Shock was also caused by inducing fibrin 
embolism by injection of crude extracts of tissue thrombo- 
plastin. Coagulation then also became defective but the mecha- 
nism was quite different in that the components of coagulation 
were essentially used up. Heparin was not present. There was 
no significant change in true antithrombin activity, in the sense 
of an inactivator of thrombin, at the time of the acute episode. 
Essentially, the circulating “blood” had become a suspension 
of formed elements, not in plasma, but in serum. In blood from 
maternity patients with abruptio placentae, the changes were 
similar to those in dogs after injection of thromboplastin. No 
sample of plasma was available from a patient with maternal 
amniotic embolism. The question is raised whether heparin will 
be found in blood from cases of human amniotic embolism as 
it was in blood from experimental meconium embolism in dogs, 
and whether the “thrombin-inhibitory” activity in a case of 
amniotic embolism reported in the literature was due to a true 
antithrombin or, by comparison with the experiments previously 
described, may have been due to heparin. (A demonstration of 
heparin, even in postmortem blood, would be significant.) Since 
heparin has yet to be demonstrated by a specific method in any 
human disorder or in extracts of any human tissue, however, it 
would be premature to conclude that heparin is likely to be 
found in maternal amniotic embolism. 


Usefulness of Serial Vital Capacity Determinations in the Man- 
agement of the Pregnant Patient with Heart Disease. J. Hum- 
phrey-Long. Am. J. Obst. & Gynec. 69:715-721 (April) 1955 
|St. Louis]. 


Physiological changes that occur in a normal pregnancy may 
cause dyspnea, ankle edema, and even apparent cardiac enlarge- 
ment, so that these clinical symptoms and signs are not in them- 
selves diagnostic of heart failure during pregnancy. Yet, because 
the prognosis is poor once the patient has developed frank pulmo- 
nary edema, it is desirable to be able to distinguish between 
the dyspnea that is due to the changes in a normal pregnancy 
and the dyspnea that is caused by pulmonary congestion. Four- 
teen patients from the prenatal clinic at Temple University Hos- 
pital were followed with serial vital capacity determinations 
during pregnancy, labor, and the postpartum period. Eleven had 
rheumatic heart disease and in six of these, heart failure de- 
veloped at some time during the course of the pregnancy. Three 
other patients had no heart disease, but had very much impaired 
pulmonary function following resection or chest deformity. 
Observations were begun in the first trimester in the case of 
three patients, in the second trimester in seven patients, and in 
the last trimester in four. The vital capacity determinations 
were made and recorded on a modified Roth-Benedict water 
spirometer with the patient in a supine position. The variation 
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in serial vital capacity determinations on 15 normal, nonpreg- 
nant individuals, using the same apparatus, was +150 cc. There- 
fore, no changes were considered significant that were Jess than 
300 cc. During the course of a normal pregnancy, the vital 
capacity either does not change or increases slightly as the preg- 
nancy advances. The six women with rheumatic heart disease 
in whom heart failure developed during the course of the preg- 
nancy showed concomitantly with the episodes of increased dys- 
pnea and orthopnea marked decreases in vital capacity. The de- 
creases ranged from 800 to 1,500 cc. When pulmonary edema 
with audible rales was present, decreases in vital capacity 
amounted to 1,600 cc. and 1,800 cc. In these patients the vital 
capacity had begun to decrease from the 20th week on and the 
two episodes of pulmonary edema occurred in the 31st and 32nd 
weeks at the time when the blood volume may be at its height. 
The changes in the vital capacities of the patients with rheu- 
matic heart disease who had no clinical evidence of heart failure 
are of interest. Three followed the normal pattern found in preg- 
nancy. Two showed significant decreases at the thirty-second 
week, which were unaccompanied by any symptoms, again at 
the time when the blood volume may be at its height. The three 
patients with restricted pulmonary function also showed increas- 
ing dyspnea during the course of the pregnancy, but, in contrast 
to the patients with heart failure, the vital capacities did not 
decrease, but followed a normal pattern. Pulmonary congestion 
is not the only cause of a decreased vital capacity. The vital 
capacity is reduced by the following: loss of aerated lung tissue, 
paralysis of the respiratory muscles, and block of the airways. 
Such conditions, however, are either present when the patient 
becomes pregnant or can be easily diagnosed when they occur. 
it is emphasized that an isolated vital capacity reading during 
pregnancy or during a period of dyspnea is worthless as an aid 
in determining the cause of the dyspnea or impending heart 
failure. It is the change in the vital capacity during the course 
of pregnancy that gives valuable information. In the patient with 
heart disease who has no other active pulmonary disease, a de- 
creasing vital capacity means increasing pulmonary congestion. 
These changes may precede the onset of dyspnea and certainly 
precede frank pulmonary edema. 


The Use of Chlorpromazine in the Obstetric Patient: A Pre- 
liminary Report: I. In the Treatment of Nausea and Vomiting 
of Pregnancy. H. B. W. Benaron, E. M. Dorr, W. J. Roddick 
and others. Am. J. Obst. & Gynec. 69:776-779 (April) 1955 
|St. Louis]. 


Benaron and associates employed chlorpromazine in 158 
pregnant women, representing a typical cross section of an urban 
group. Most of these women did their own housework and there- 
fore had a real incentive to achieve as quick a recovery as pos- 
sible. Forty-four of the women had nausea, 97 had nausea and 
vomiting, and 17 had hyperemesis gravidarum. Patients with 
nausea and/or vomiting were given from 10 to 50 mg. of the 
drug three or four times a day. Fifty mg. at bed time and 25 mg. 
late in the morning was well tolerated by most patients. Those 
who were unable to tolerate medication orally were given 25 
to 50 mg. intramuscularly twice a day or 25 mg. four times a 
day; patients were then given oral sustaining doses ranging 
from 10 to 50 mg. three times a day. The most frequent initial 
dose for patients with hyperemesis gravidarum was 25 to 50 
mg. intramuscularly two or three times a day. They were sus- 
tained on oral doses of from 10 to 50 mg. three times a day. 
Of the 141 patients who suffered from nausea and/or vomiting, 
117 (83%) were significantly benefited by chlorpromazine. All 
of the 17 patients with hyperemesis gravidarum were benefited 
by chlorpromazine. Response usually occurred within one or two 
days. The most important side-effect was drowsiness. Where it 
was desirable to combat drowsiness, dextroamphetamine sulfate, 
in 5 to 10 mg. dosage, was effective. The authors conclude that 
chlorpromazine can be expected to produce good to excellent 
results in the large majority of pregnant women with vomiting 
or hyperemesis. It has the advantage of being effective both 
orally and intramuscularly; severe cases respond best to intra- 
muscular administration. It does not have a harmful effect on 
mother or child. The cause of nausea and vomiting should be 
quite clear before the drug is administered in order to prevent 
the masking of a serious systemic disorder. 


1955 


Vol. 158, No. 9 


UROLOGY 


Comparative Study and Deductions on Results of Medical 
Treatment of Tuberculosis of Urinary Tract. E. P. Berti Riboli, 
R. Salmoni and G. M. Scarsi. Urologia 21:647-663 (Dec. 20) 
1954 (In Italian) [Treviso, Italy]. 


The results obtained with antituberculous drugs administered 
alone or in various combinations to patients with tuberculosis 
of the urinary tract are reported. Of 218 patients with this 
condition admitted to the city hospital of Genoa, 82 were treated 
medically, while a nephrectomy was performed in 116. The 
group that was treated medically included patients with uni- 
lateral tuberculosis, tuberculosis of the kidney that was not 
removed during a previous operation, bilateral tuberculosis, and 
tuberculous cystitis. The patients were given chemotherapeutic 
and/or antibiotic treatment for from one month to five years. 
The daily doses for each drug were: | gm. of streptomycin for 
a total of from 28 to 400 gm.; 12 to 15 gm. of p-aminosalicylic 
acid in divided doses for a total of from 120 to 1,200 gm.; 
100 to 150 mg. of thiosemicarbazone in divided doses for a 
total of from 1.5 to 17 gm.; 200 to 300 mg. of isoniazid in 
divided doses for a total of from 6 to 21 gm.; and one vial of 
chaulmoogra oil for 12 consecutive days each month. Calcium 
and vitamin preparations, especially vitamin D, in large doses, 
were also given to these patients. The results were considered 
poor when the therapy brought no improvement; mediocre 
when there was a slight remission in the subjective but none in 
the objective disturbances; good when there was a complete 
remission of the subjective symptoms and only partial remission 
of the objective signs, even if the urograms were only slightly 
modified and bacilluria persisted; and excellent when there was 
a complete clinical recovery. On this basis, the results in patients 
with unilateral tuberculosis were excellent in six, good in four, 
and poor in five. They were good in three of the patients with 
only one kidney, mediocre in four, and poor in nine. The therapy 
gave poor results in six patients with bilateral renal tuberculosis 
and excellent results in one. It gave mediocre results in 13, good 
results in 17, and excellent results in 14 patients with tuber- 
culous cystitis. This therapy was particularly beneficial to one 
patient with far-advanced unilateral tuberculosis. In general, 
the best results were secured when streptomycin was combined 
with p-aminosalicylic acid. Excellent results were obtained in 
one patient with bilateral tuberculosis who was given strepto- 
mycin combined with thiosemicarbazone. 


Latent Carcinoma of the Prostate. L. M. Franks. J. Path. & 
Bact. 68:603-616 (Oct.) 1954 [Edinburgh, Scotland]. 


The remarkable discrepancy between the high incidence of 
prostatic carcinoma at post mortem and its relative infrequency 
as a cause of death (in Britain, 1.38% in males over 50) induced 
Franks to attempt to assess the true incidence of unsuspected 
prostatic cancer. The pelvic viscera (bladder, prostate, and 
rectum) were removed in one piece, post mortem, from 220 
males. In all cases an autopsy had been required by the coroner, 
so that death was, as a rule, sudden or unexpected. The series 
contained a large number of elderly men. Heart disease, espe- 
cially coronary insufficiency, was the commonest cause of death. 
Sixty-nine cases of latent carcinoma of the prostate were found 
in 178 cases (37.6%). The author compares this incidence with 
that established by others who have investigated this problem 
since 1935. The incidence ranged from 14 to 46%, and for a 
total of 2,716 cases it was 20.4%. Franks discusses various 
aspects of the latent prostatic carcinomas. He feels that these 
lesions in the prostate have the morphological characters of 
malignant tumors and that their structure is indistinguishable 
from that seen in typical metastasizing prostatic cancer. The 
incidence of latent prostatic carcinoma increases with age. This 
tumor has some of the biological characters of true malignancy 
(e. g., infiltration) but lacks the capacity for rapid growth. This 
may be due to factors in the host or in the tumor or in both. 
A specific type of hyperplasia (postsclerotic hyperplasia) is often 
but not always associated with a small carcinoma. It is possible 
that estrogens may be a factor, direct or indirect, in producing 
this type of hyperplasia and in this sense may be regarded as 
carcinogenic agents. The tumors always begin in the prostate 


MEDICAL LITERATURE ABSTRACTS 789 


proper and generally in the posterolateral angles of the gland. 
Infiltration of the capsule and invasion of the lymphatics and 
blood vessels are common, even in small tumors. There is no 
direct association between malignant change in the prostate 
proper and benign nodular hyperplasia of the inner group of 
glands, although both may be due in part to similar hormonal 
changes. 


OPHTHALMOLOGY 


Effect of Retrolental Fibroplasia in Children. A. C. Krause. 
A. M. A. Arch. Ophth. 53:522-529 (April) 1955 [Chicago]. 


Children with retrolental fibroplasia at the University of 
Chicago clinics were followed in the clinic, home, and institu- 
tion and were examined repeatedly after they were seen during 
the first year of life. They were investigated by pediatricians, 
social workers, teachers, psychologists, and psychiatrists as a part 
of a study of blind children. In 1954, when their ages ranged 
between 4 and 17 years, 78 attended some kind of school, 16 
were at home, 17 were in a state institution for retarded chil- 
dren, and 9 had died. The mentality was considered good in 
71, poor in 20, and very low in 16 children. Physical or neuro- 
logical defects were present in 24 children, and low weight or 
stunted growth was present at some time during life in 33. A 
healthy infant, although blind, through proper stimulation and 
environment was commonly capable of becoming a useful blind 
adult. The factors that retarded the child temporarily or perma- 
nently were residual damage from birth, congenital defects, and 
lack of proper stimulation and environment. In the years between 
1937 and 1941 the infant with retrolental fibroplasia was con- 
sidered to be a severely damaged child with an exceedingly 
doubtful future, and the child was placed in the hands of the 
uninstructed parents. This may explain in part why so many 
were retarded in the first 10 years, from 1937 to 1946. Now 
the child with retrolental fibroplasia is regarded as normal until 
proved to be otherwise. Most of the children, when they be- 
came older, were instructed in reading braille in city schools 
or in a State institution for the blind. A few were exceptional 
students with high grades in school. The average child fared 
better in the city school than in an institution for the blind. Once 
established in school, the child tended to continue. If no school 
was available, education was hindered and the child was more 
of an emotional and social problem. The environment at home 
was one of the determining factors in education. 


Effect of Oxygen Weaning in Retrolental Fibroplasia. R. H. 
Bedrossian, P. Carmichael and J. A. Ritter. A. M. A. Arch. 
Ophth. 53:514-518 (April) 1955 [Chicago]. 


There are two points of view concerning the relationship of 
oxygen to retrolental fibroplasia. One is that the disease is due 
to a relative anoxia; the other is that the disease is primarily 
due to the direct effects of oxygen. Two previous investigations 
at the Philadelphia General Hospital showed that the incidence 
and severity of retrolental fibroplasia are significantly increased 
by the use of greater oxygen supplements and the rapid reduc- 
tion in the oxygen concentration of the infant’s environment. 
The present study was designed to evaluate the effects of the 
following factors: (1) rapid and slow withdrawal of supplemen- 
tal oxygen; (2) duration of administration of supplemental 
oxygen; (3) total amount of supplemental oxygen with a fixed 
maximum concentration of 50%. A group of premature infants 
who were suddenly removed from an atmosphere of 50% oxygen 
had a significantly higher incidence of retinopathy of prema- 
turity than did another group of premature infants who had a 
gradual reduction in the concentration of their oxygen environ- 
ment. Infants with a progressive retinopathy were given oxygen 
therapy with a definite beneficial effect. Three possible mecha- 
nisms by which retrolental fibroplasia might develop are sug- 
gested and the vasodilatation and neovascularization associated 
with a retinal hemorrhage near the end of a developing retinal 
blood vessel are described. The authors conclude that although 
retinopathy of prematurity is primarily an anoxic disease, oxygen 
is an important factor in its development. Therefore, the admin- 
istration of supplemental oxygen to premature infants should be 
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limited. A 40% concentration inside the incubator is probably 
the level that should not be exceeded as a routine measure. The 
commonest precipitating factor is the improper withdrawal of 
supplemental oxygen. Therefore, if an infant is given supple- 
mental oxygen, a gradual reduction in the oxygen concentration 
of the infant’s environment should be made before oxygen is 
stopped completely. After retinopathy develops, oxygen therapy 
is helpful, but here again gradual withdrawal is important. 


Retrolental Fibroplasia and Interstitial Pneumonia. W. A. 
Manschot and M. Straub. Nederl. tijdschr. geneesk. 99:92-97 
(Jan. 8) 1955 (In Dutch) |Haarlem, Netherlands|}. 


Manschot and Straub made anatomic studies of 114 eyes from 
59 prematurely born infants, none of whom had been subjected 
to ophthalmologic examination during life. All infants weighed 
less than 2,500 gm. The first stages of retrolental fibroplasia, 
characterized by retinal edema and proliferation of the capil- 
lary-forming mesenchymal cells in the nerve tissue, were ob- 
served in the eyes of three of these children. The lungs of these 
same infants showed a subchronic interstitial pneumonia, cor- 
responding to an advanced stage of interstitial plasmacellular 
pneumonia of prematurely born infants. Reports from some 
clinics indicate that over 50% of prematurely born infants 
weighing less than 1,500 gm. at birth have interstitial plasma- 
cellular pneumonia. It is in this group of prematurely born in- 
fants that most cases of retrolental fibroplasia occur. Clinical 
and anatomic studies on these premature infants with inter- 
stitial pneumonia prove that they have severe hypoxemia. Retro- 
lental fibroplasia is caused by oxygen deficiency in the retina. 
Some investigators regard it as probable that in many cases of 
retrolental fibroplasia this oxygen deficiency is caused by inter- 
stitial plasmacellular pneumonia. The authors feel that this 
would explain the hitherto unexplained epidemic appearance of 
retrolental fibroplasia. 


Herpes Zoster as a Cause of Congenital Cataract. P. A. Duehr. 
Am. J. Ophth. 39:157-161 (Feb.) 1955 [Chicago]. 


Duehr observed congenital cataract in two children whose 
mothers had herpes zoster during early pregnancy. Other con- 
genital anomalies in these children were mental retardation, 
microphthalmos, and talipes equinovarus. In one of the two 
children membranous cataract developed in one eye after the 
other eye had been operated on. It is difficult to estimate how 
many of the virus cataracts would become membranous if opera- 
tion were delayed for some months. Since many of these infants 
are in poor general health, their eyes react poorly to mydriatics, 
and the results are often disappointing. More frequent resort 
to preliminary iridectomy would seem indicated in instances 
where there is poor pupillary response to atropine. Bilateral 
operation should be discouraged and the second eye left un- 
operated until the first has revealed the expected response. The 
mother of one of these two children had her attack of herpes 
zoster during the fourth month of pregnancy. This would be a 
unique virus cataract, since rubella cataract is universally re- 
garded as the result of an attack during the first three months 
of pregnancy. The concurrence of mental retardation and of 
talipes equinovarus with congenital cataract has also been re- 
ported in cases in which maternal rubella seemed to be the cause 
of congenital anomalies. The multiplicity and severity of virus- 
produced congenital anomalies indicates the vulnerability of the 
embryo. 


Treatment of Trachoma with Erythromycin: A Preliminary Re- 
port of 21 Cases. R. R. Button. Am. J. Ophth. 39:223-227 
(Feb.) 1955 [Chicago]. 


This report concerns the treatment of 21 patients on the 
Navajo Indian reservation. Ten of the children had been treated 
for trachoma with oral doses of sulfadiazine and local applica- 
tion of sulfathiazone ointment for 12 days without any improve- 
ment. The others had received no therapy for trachoma. 
Conjunctival scraping and thorough examination including bio- 
microscopy were carried out in all of the children prior to treat- 
ment. The presence of follicles, papillary hypertrophy, conjunc- 
tival reaction, and pannus together with any scarring was noted. 
The trachomatous lesions were graded according to the Mac- 
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Callan classification. Children showing only the engorged type 
of conjunctival injection were classified as having stage 1 tra- 
choma. Those showing follicular hypertrophy confined to the 
upper tarsal conjunctiva were classified as having stage 2a, and 
those showing papillary hypertrophy confined to the same area 
as stage 2b. Early cicatricial stage 3 included any case where 
there was a pannus confined to the upper limbus or corneal area, 
together with subepithelial infiltrates, punctate staining, and 
ulcerations. The group falling into the inactive stage with scar- 
ring of the tarsus was not considered in this series. Follow-up 
examinations were made every two days while the children were 
being treated and included both scrapings and external exami- 
nation. The erythromycin was administered orally in doses of 2 
to 3 mg. per pound of body weight given at four to six hour 
intervals. No local medication was used. Blood cell counts were 
made at weekly intervals, and, although signs of toxicity were 
watched for, none were found. The results of erythromycin 
therapy were quite startling, even the 10 cases of trachoma that 
had been unresponsive to oral and local sulfonamide therapy 
responded to it. The conjunctival cytology reverted to normal 
even in stage 3 trachoma after an average of less than six days’ 
treatment with erythromycin, but, in general, there was a lag 
between the return of the conjunctival cytology to normal and 
the disappearance of clinical signs. The follicles and the pannus 
often remained long after the cytology had returned to normal. 
At least 12 days were required to effect a cure, and when the 
drug was discontinued before this time recurrences were fre- 
quent, although the cytology had been normal several days 
before the cessation of therapy. Usually the inclusion bodies 
were first to disappear followed by disappearance of follicle 
cells, macrophages, and lastly lymphocytes and plasma cells in 
that order. 


THERAPEUTICS 


Some Novel Antituberculosis Agents Derived from Oxidised 
Starch and Other Polysaccharides. V. C. Barry, M. L. Conalty 
and E. E. Gaffney. Brit. J. Urol. 27:35-41 (March) 1955 |Edin- 
burgh, Scotland]. 


Novel antituberculosis agents have been prepared by con- 
densing isoniazid or p icarbazone with 
starch or other polysaccharides that have been oxidized by 
periodate. Products like Hinstarch and Constarch, from oxy- 
starch and isoniazid or thiosemicarbazone, have already been 
described. The corresponding polymers from oxyinulin and 
oxyalginic acid have been named Hinulin, Conulin, and Conalg 
respectively. Hinconstarch is a mixed polymer obtained by con- 
densation of oxystarch with equimolar proportions of isoniazid 
and p icarbazone. The purpose of the pres- 
ent investigation was to determine the activity of these sub- 
stances in experimental tuberculosis produced by infection with 
strains of Mycobacterium tuberculosis both sensitive and re- 
sistant to isoniazid and to determine from considerations of 
effectiveness and toxicity whether any of them were likely to 
prove of value as additions to the chemotherapeutic agents in 
current use in the treatment of tuberculosis. By administration 
of Constarch, prolongations in the STs in mice infected with 
an isoniazid-resistant strain have been obtained that are better 
than could be obtained with amithiozone. Hinconstarch com- 
bines in itself this high activity of Constarch against isoniazid- 
resistant infection with the high activity of Hinstarch against 
isoniazid-sensitive infection. To date the authors have not fully 
examined the activity of mixtures of Constarch and Hinstarch 
as compared with Hinconstarch. A further advantage in these 
agents, as shown by the toxicity data, is that a considerable 
reduction has been effected in toxicity with a consequent en- 
hancement of the therapeutic index. The authors feel, therefore, 
that Hinconstarch should prove an effective medicament in the 
treatment of fresh cases of tuberculosis or of those showing 
some resistance to isoniazid or amithiozone or of those fully 
resistant to other drugs in current use. It may well be that 
Constarch, should it prove of low toxicity in man, would be 
the drug of choice in cases that had become fully resistant to 
isoniazid because of the increased sensitivity of isoniazid-re- 
sistant strains to thiosemicarbazones. 
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Reserpine in Hypertension. I. Singh. Brit. M. J. 1:813-817 
(April 2) 1955 [London, England]. 


Reserpine (Serpasil) was given a therapeutic trial in 24 patients 
with benign hypertension, 2 with malignant hypertension, | with 
hypertension associated with chronic nephritis, 2 associated with 
advanced arteriosclerosis, 1 associated with thyrotoxicosis, and 
3 associated with severe anxiety state. Of the 33 patients, 15 
with systolic blood pressure above 200 mm. Hg were given 
1.5 mg. of reserpine daily. The remaining 18 patients whose basal 
systolic blood pressure was below 200 mm. Hg were given 
0.75 mg. of the drug daily. The blood pressure of two of the 
15 patients who received the higher dose was reduced to 
below 145/90 mm. Hg, of five below 160/100 mm. Hg, of 
seven below 170/110 mm. Hg, and of 10 below 185/115 mm. 
Hg. In the group of patients receiving the lower dose, the blood 
pressure of 12 was reduced to below 145/90 mm. Hg, and of 
18 below 160/100 mm. Hg. Lack of adequate response was 
associated with chronicity of hypertension and myocardial 
and/or renal failure. Periodic fluctuations up to plus 45/20 
mm. Hg continued to occur and required suitable adjustment of 
dosage. In some patients irregular rises of blood pressure of 
about the same degree occurred on any day. Fluctuations chiefly 
affecting the systolic pressure occurred in some patients during 
rest, and it was not possible to record the basal blood pressure 
in them. Rises associated with routine daily work varied from 
plus 10 to 35 mm. Hg systolic and from 5 to 20 mm. Hg 
diastolic. The tendency in these circumstances was to revert 
toward pretreatment levels, but the rise was never so great. 
The blood pressure started falling between the 4th and the 19th 
days, reaching its lowest level in 9 to 40 days. Sometimes after 
being constant for a few days it fell further, but readings below 
115/75 mm. Hg were not obtained. In some cases it was possible 
to discontinue the drug for 3 to 13 days before a rise started 
again. Some degree of postural hypertension was present in those 
who received reserpine in doses of 1.5 mg. daily. Appreciable 
additive effects with hexamethonium were obtained. Side-effects 
occurred with varying severity and frequency, especially with 
doses above 0.75 mg. daily. Within about one week, however, 
they either subsided or were tolerable. When the side-effects 
abated there was pronounced subjective improvement in most 
patients. Constipation had a tendency to be relieved. In some 
patients there was pronounced slowing of pulse and precordial 
discomfort was complained of. Only a prolonged S-T interval 
was observed in the electrocardiogram. The pulse slowing effect 
was abolished by atropine, but with exercise the pulse increased 
only slightly. Atropine also abolished postural hypertension. The 
effect was mainly on the diastolic pressure. 
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Dipaxin—2-Diphenyl ; Clinical Evaluation 
of : a New Anticoagulant. J. “B. Field, M. S. Goldfarb, A. G. 
Ware and G. C, Griffith. Circulation 11:576-583 (April) 1955 
[New York]. 


The new anticoagulant Dipaxin (2-diphenylacetyl-1,3-indandi- 
one), available for oral administration in tablets of 1 and 10 mg., 
has been given an extensive general clinical trial during a two 
year period at the Los Angeles County General Hospital. Con- 
trol single-dose studies were made in a group of 75 ward pa- 
tients, unselected as to age and sex, none of whom was acutely 
ill or had hepatic or renal disease or a blood dyscrasia. The 
antidotal effect of vitamin K was studied in some of these sub- 
jects and was found to be excellent. A second group of 109 
patients received the drug as specific therapy, usually for some 
form of thromboembolic disease. Experimentation showed 
that effective and usually therapeutic hypoprothrombinemia 
could be induced within 48 hours by a dosage of from 20 
to 30 mg. on the first day, followed by from 10 to 15 mg. on 
the second. Adequate therapeutic hypoprothrombinemia was 
defined as a prothrombin level of between 10 and 30%. The 
daily dosage of Dipaxin required for maintenance therapy was 
determined according to a sliding scale based on the prothrom- 
bin level present on the day of therapy, and the degree of control 
maintained after attainment of the therapeutic level was rated 
according to the number of times in every five estimations that 
the prothrombin level was within the therapeutic range of from 
19 to 30% during a full course of therapy, four out of five 
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being considered excellent; three out of five, good; at least two 
out of five, fair; one out of five, poor; and none, failure. Appli- 
cation of these standards showed that in the 109 treated pa- 
tients control was excellent in 47%, good in 20%, and poor to 
bad in only 4%. Abnormal responses of any kind were very 
few; special attention was required by only one patient in the 
group of 109; he had failed to discontinue the drug as directed 
when the prothrombin level fell below 10% and as a result 
gross hematuria necessitating readmission to the hospital de- 
veloped. Intravenous administration of 100 mg. of vitamin K, 
and two units of blood corrected the hematuria within several 
hours. Dipaxin seems, on a weight basis, to be the most potent 
hypoprothrombinemic agent known. Its anticoagulant prop- 
erties, however, can be readily overcome with vitamin K, which 
is more effective in its natural than in its synthetic form. Dipaxin 
is easy to use, quite predictable in its response, and reproduc- 
ible in its dose-hypo bi ia ratio in the individual 
patient. It appears to be. especially suitable for long-term main- 
tenance control in cases in which prothrombin estimations can 
be made only at intervals of several weeks: 11 patients have 
been maintained successfully on an ambulant basis for periods 
of from 3 to 18 months. 


Oral Preparations of Rauwolfia Serpentina in Treatment of 
Essential Hypertension. S. Locket. Brit. M. J. 1:809-813 (April 
2) 1955 [London, England]. 


Thirty-one women between the ages of 34 and 72 and 8 men 
between the ages of 37 and 64 with severe hypertension (38 
with essential hypertension and one with nephritic hyperten- 
sion), using each patient as his own control, were treated ambu- 
latorily with active preparations of Rauwolfia serpentina for a 
minimum period of six months and a maximum period of 20 
months. In the first 10 months of the therapeutic trial the active 
preparation given orally was total root extract in doses of 1 gm. 
daily. Since January, 1954, total active alkaloids in doses of 8 
mg. daily were used. In some patients the daily doses were re- 
duced to 500 mg. of total Rauwolfia extract and 4 mg. of total 
active alkaloids. A definite, consistent fall in blood pressure was 
observed in 26 patients (67%) when receiving active preparation 
of Rauwolfia serpentina. In most patients there was a propor- 
tionate fall in both systolic and diastolic blood pressure, but in 
several the fall in the diastolic pressure appeared to be relatively 
greater than in the systolic. The lowering of blood pressure was 
slight (10 to 20 mm. Hg diastolic) in 8 patients (21%), but 
appreciable or pronounced in 18 (46%), and in 4 patients the 
diastolic pressure fell to below 100 mm. Hg. Within the limits 
of dosage set by this trial, and contrary to the findings by other 
workers, these results did not appear to be appreciably con- 
tributed to by the continued simultaneous oral administration 
of preparations of Veratrum viride extract in 13, by hydralazine 
in 3, or by pentapyrrolidinium bitartrate in 2. The use of Vera- 
trum viride extract seemed, however, to delay the rise of blood 
pressure, on stopping the Rauwolfia preparations. There was 
suggestive evidence to indicate that better response occurred in 
men and in the older hypertensive patients with arteriosclerotic 
manifestations, rather than the younger patients and also that 
the presence of papilledema usually meant that those patients 
would not respond to this drug, or only slightly. All patients 
with angina of effort did not appear to get any real alleviation 
from the Rauwolfia preparations. The presence of albuminuria 
in varying degree did not significantly affect the hypotensive 
response. Symptomatically incapacitated patients frequently re- 
sponded better than the symptomless and often less severely 
hypertensive patients. Cessation or amelioration of complaints 
of headache, palpitation, precordial discomfort, vertigo, and 
tinnitus occurred in 31 patients with and without active drug 
and appeared to be related to the interest shown in their illness 
rather than the actual fall in blood pressure, Subjective symp- 
tomatic relief and objective improvement in blood pressure levels 
did not show the close parallel that might be expected. The 
sedative or so-called tranquillizing action of the drug in the 
doses used by the author was not impressive. Side-effects such 
as diarrhea, nausea, vomiting, depression, fatigue, drowsiness, 
buzzing in the head, flashing lights in the patient’s field of vision, 
were seldom severe enough to necessitate cessation of treatment, 
though they occurred in more patients than it was expected from 
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the clinical reports by other workers. Rauwolfia serpentina is 
by far the most effective and useful orally administered agent 
for reducing blood pressure. 


Antiamebic Action of 
linol and of Other Substituted 8-Quinolinols in Vitro and in 
Experimental Animals. P. E. Thompson, J. W. Reinertson, A. 
Bayles and others. Am. J. Trop. Med. 4:224-248 (March) 1955 
|Baltimore}. 


In a search for more effective amebicides, 98 substituted 8- 
quinolinols were tested against Endameba histolytica. All were 
examined in vitro, 63 against intestinal amebiasis in rats, 14 
against intestinal amebiasis in dogs, and 4 against hepatic amebi- 
asis in hamsters. Many of the compounds were effective in vitro 
and against intestinal infections, but none of those tested against 
hepatic infections was encouragingly effective in nontoxic doses. 
Consideration of the manifest structure-activity relationships 
showed that activity was associated with a wide variety of sub- 
stituents, particularly in the 5-, 6-, or 7-position of the 8-quino- 
linol nucleus. Many of the active compounds did not contain 
iodine, thus casting doubt on the theory that iodine per se is 
responsible for the activity of the various iodinated 8-quinolinols 
in clinical use as amebicides. Although most of the compounds 
were less active in vitro in the presence of gastric mucin than 
in its absence, many of them still were active in vivo. Suscepti- 
bility to mucin binding alone does not appear to be an adequate 
basis for rejecting compounds at the in vitro level. Good cor- 
relation was observed between high activity in vitro and thera- 
peutic effect in vivo. One of the most promising _compounds 
proved to be 5-chloro-7-diethyl 1; its 
activity in vitro and in experimental intestinal amebiasis is 
equivalent to or exceeds that of the clinically used iodinated 
8-quinolinols, namely diiodohydroxyquinoline (Diodoquin), 
iodochlorohydroxy quinoline (Vioform) and Chiniofon. Toxicity 
studies in rats and dogs indicated that the drug may be safely 
tried in man. Observations on the Physiological disposition of 
§-chloro-7-diethy! thyl-8 linol in animals suggest 
that this compound is absorbed poorly from the gastrointestinal 
tract. Failure to detect the drug in the livers of hamsters given 
subcutaneous doses indicates that it is rapidly excreted or de- 
graded; these mechanisms would account for absence of the drug 
in the blood and urine of the dog in the event of appreciable 
absorption from the gastrointestinal tract. The apparent limited 
oral absorption of the drug and its not more than transient per- 
sistence in the blood or liver help to explain its better perform- 
ance against intestinal amebiasis than against hepatic amebiasis. 


Experience in the Treatment of Amebiasis at the USPHS Hos- 
pital, Baltimore. L. L. Terry and C. G. Spicknall. Am. J. 
Gastroenterol. 23:335-343 (April) 1955 |New York]. 


Several hundred patients with amebiasis have been treated for 
the past few years at the USPHS Hospital in Baltimore. As a 
result of their experience combined with information obtained 
from reports in medical literature, the authors state that today 
there is not an amebicidal agent that is completely effective when 
used alone. The best results in the treatment of intestinal amebi- 
asis were obtained with oxytetracycline (Terramycin) or chlor- 
tetracycline (Aureomycin) combined with other agents such as 
emetine hydrochloride, chloroquine phosphate, arsenicals, and 
iodides. Since emetine hydrochloride is a toxic drug if given 
over long periods, its use should probably be restricted to cases 
with extraintestinal lesions. Even then, the patient probably 
should not receive more than 65 mg. daily for 7 to 10 days. 
Chloroquine phosphate is a relatively nontoxic substance in doses 
of 0.9 gm. on the first day and 0.3 gm. daily thereafter for 20 
days, with a total of 6.9 gm. in 21 days; it is probably of the 
greatest value in treatment of extraintestinal lesions. Good re- 
sults also were obtained in the treatment of amebic granulomas 
of the intestine with chloroquine phosphate, and its use in this 
condition is suggested in combination with oxytetracycline. 
Fumagillin, a crystalline substance consisting exclusively of car- 
bon, hydrogen, and oxygen, isolated from a strain of Aspergillus 
fumigatus was given a therapeutic trial in 17 asymptomatic 
carriers and 13 patients with symptoms attributable to intestinal 
amebiasis; 10 mg. of the drug was given three times daily for 14 
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days. On this regimen all stools were negative immediately after 
treatment and at the end of six weeks or longer 87% of those fol- 
lowed remained negative. In no case was there evidence of 
serious toxicity. 


Review of Investigations in Malaria Chemotherapy (U. S. A.) 
1946 to 1954. L. H. Schmidt and G. R. Coatney. Am. J. Trop. 
Med. 4:208-216 (March) 1955 [Baltimore]. 


There were marked developments in chemotherapy of malaria 
between 1946 and 1954, The position of chloroquine (Aralen) 
phosphate and amodiaquine (Camoquin) in the suppression and 
treatment of malaria caused either by Plasmodium falciparum 
or P. vivax and in the cure of infections caused by P. falciparum 
was firmly established. The usefulness and limitations of chloro- 
guanide hydrochloride were defined with reasonable certainty. 
A generally useful drug for the cure of relapsing malaria caused 
by P. vivax was developed in primaquine and the value of this 
agent was proved in both laboratory and field investigations. 
A new compound, 2:4-diamino-5-(p-chlorphenyl)-6-ethyl pyrimi- 
dine [pyrimethamine (Daraprim)], possessing interesting possibili- 
ties as a suppressive antimalarial drug was introduced recently. 
The ultimate significance of these developments for world-wide 
control of malaria remains to be appraised. It seems that satisfac- 
tory measures are now.at hand for suppression, treatment, and 
cure of all human malarias. This remarkably favorable position 
of malaria therapy is in marked contrast to the uncertainty of 
pre-World War Il. It is a tribute to all who took part in the 
malaria research directed by the Office of Scientific Research 
and Development (OSRD) during World War II and in the 
postwar malaria researches. 


Aplasias of Marrow and Blood Produced by Chloramphenicol: 
Study of 12 Cases. J. Bernard and C. Attal. Semaine hdp. Paris 
31:1150-1154 (March 30) 1955 (In French) [Paris, France]. 


Twelve cases of marrow and blood aplasia due to chlor- 
amphenicol are reported. These disorders are apt to occur when 
drug therapy is too prolonged, when it is intermittent and ir- 
regular, or when chloramphenicol is associated with other hemo- 
toxic agents. The hematological disorders caused by chlor- 
amphenicol are sometimes partial aplasias (agranulocytosis), but 
more often complete (total medullary insufficiency or pan- 
myelophthisis). Palliative treatment slows the development of the 
disease over a period of months, but death is frequently the out- 
come and is often due to hemorrhage. Six of the 12 patients in 
this series died. Experimental work has confirmed the myelo- 
toxic effect of chloramphenicol. There are several analogies 
between chloramphenicol intoxication and that caused by ben- 
zene. Preliminary studies by Tara have shown that benzenemia 
may be elevated in patients treated with chloramphenicol. The 
indications for chloramphenicol therapy should be limited and 
precise. The drug is indispensable in certain severe infections, 
but it should never be used in benign ones. 


PATHOLOGY 


Studies on Pulmonary Cancer. 2. Relation Between Histological 
Type and Biological Characteristics. L. Kreyberg. Tidsskr. 
norske legefor. 75:42-46 (Jan. 15) 1955 (In Norwegian) [Oslo, 
Norway}. 


Four hundred sixty-six primary epithelial tumors of the lungs 
were examined histologically and typed. Every histological type 
was analyzed with respect to sex and age apportionment. 
Squamous epithelial carcinomas and large cell and small cell 
carcinomas are usually considered as the tumor types connected 
with special irritations, occur predominantly in men, practically 
never appear before late in the third decade of life, and at 
present show marked fall after the sixth decade. In spite of 
some differences in the histological picture, but with transition 
forms, these tumors are regarded as a biological entity. Adeno- 
carcinomas present but slight differences in the incidence in the 
two sexes, with evenly increasing frequency with increasing age} 
they are presumably caused by weak carcinogenic agents evenly 
distributed and of long duration in the population. Bronchiole 
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cell carcinomas show no sex difference, occur in all age groups, 
and are probably due to unknown agents that strike unsys- 
tematically. The histological pictures, uniform sex apportion- 
ment as well as occurrence in all age groups indicate that pul- 
monary adenomas and salivary gland tumors depend on ac- 
cidental factors. Pulmonary cancer is both histologically and 
biologically a heterogenous group, a fact to be remembered 
when etiological factors are investigated. 


Studies on Pulmonary Cancer. 3. Development of Pulmonary 
Cancer in Norway in Last Decades. L. Kreyberg. Tidsskr. 
norske legefor. 75:79-80 (Feb. 1) 1955 (In Norwegian) [Osio, 
Norway]. 


An even increase in the incidence of pulmonary cancer in 
Norway, approximately parallel in men and women, was seen 
till the middle 40's, when the increase in men, hitherto but 
slightly higher than that in women, became much greater. 
Primary epithelial pulmonary tumors occur in two widely 
different main groups, with a marked preponderance of men in 
group 1, which consists of flat epithelial cell carcinomas, large 
cell and small cell carcinomas, and an equal sex apportionment 
in group 2, which comprises adenocarcinomas, bronchiole cell 
carcinomas, adenomas, and salivary gland tumors. Group 2 
tumors represent primary epithelial lung tumors not connected 
with special epidemiological conditions, and these tumors, 
possibly with a reservation for adenocarcinoma, ought to show 
the same frequency today as in the past. According to the age 
curve the influences in some cases responsible for a possible 
increase in adenocarcinomas have not been external factors of 
recent origin. The relations are wholly different in group | 
tumors. The increase in men has been striking, whether compared 
to the number of tumors in women or with the group 2 tumors 
in men in the corresponding period. According to the age appor- 
tionment the pulmonary carcinomas in this group are probably 
due to external factors that have been greatly accentuated in 
this century. The increased incidence in group | tumors repre- 
sents a true increase in the number of cases of pulmonary cancer. 
There is every reason to expect that the increase in men will 
continue. 


An Agglutination Test for Bovine Q Fever Performed on Milk 
Samples. L. Luoto and D. M. Mason. J. Immunol. 74:222-227 
(March) 1955 [Baltimore]. 


During field studies of Q fever, a capillary tube agglutination 
test, employing a stained antigen, was developed for detecting 
antibody against Coxiella burnetii in bovine serums. Since 
samples of milk are more readily obtained than specimens of 
serum, it seemed desirable to adapt the technique to the testing 
of milk for the presence of specific antibody. This paper de- 
scribes the use of the capillary agglutination test for this purpose 
and compares the results obtained by testing milk and serum 
specimens from the same animals. The specificity of the capil- 
lary test on milk was evaluated with specimens collected from 
678 cows. Nonspecific reactions did not occur in tests performed 
on milk from normal cows or from cows infected with other 
disease agents. A high degree of reproducibility of screen and 
titration results was obtained with the test. Sensitivity of the 
milk test for detecting the presence and amount of antibody 
in cows is equal to that of the capillary test performed on serums. 
The capillary milk test is as reliable as that with serum, and 
the complement-fixation test, for detecting cows that are infected 
and shedding the agent in their milk. Preliminary data suggests 
the desirability of additional testing of pooled milk of entire 
herds to evaluate the usefulness of the test for the rapid detection 
of herds containing infected animals. 


The Transmission of Infectious Mononucleosis. R. J. Hoagland. 
Am. J. M. Sc. 229:262-272 (March) 1955 [Philadelphia]. 


The experimental transmission of infectious mononucleosis 
has been almost uniformly unsuccessful. Although mononucle- 
osis may have been transmitted from man to man by injections 
of blood, this method of transmission is without epidemiological 
importance, because patients do not acquire the disease in this 
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manner naturally. Experiments involving the use of gargle 
washings, ground lymph nodes, and feces have failed. The author 
is of the opinion that either gargle washings were obtained at 
the wrong time during the course of the illness or the saliva 
was treated in such a way as to harm the agent causing mono- 
nucleosis, or both. Reports of epidemics before the discovery 
of the heterophil antibody reaction are undependable because 
it is uncertain whether the diseases described were in fact mono- 
nucleosis. Epidemics reported since 1932 have been characterized 
by an abundance of subclinical cases and usually by a paucity 
of positive heterophil reactions. It is proposed that these 
epidemics were instances of a disease or diseases related to, but 
not identical with, infectious mononucleosis. On the basis of 
clinical evidence, the hypothesis is proposed that mononucleosis 
is transmitted chiefly by direct intimate oral contact that allows 
for salivary exchange, and that the incubation period of the 
disease is about 33 to 49 days. This hypothesis explains the 
unusual age incidence (17 to 25 years), the fact that the disease 
is rare in children, the increased seasonal incidence (that is, 
after vacations) in college students, the fruitless attempts at 
experimental transmission, and the absence of transmission to 
roommates and ward mates. The author saw all cases of in- 
fectious mononucleosis occurring at the U. S. Military Academy 
over a six year period, and since February, 1951, he has ob- 
tained a history of oral contact, 32 to 49 days before the onset 
of symptoms, from all but 2 of 73 such patients. One of the 
two exceptions had a history of indirect contact from soft drink 
bottles. 


RADIOLOGY 


Pancreatography: Technics, Principles and Observations. H. 
Doubilet, M. H. Poppel and J. H. Mulholland. Radiology 
64:325-339 (March) 1955 |Syracuse, N. Y.]. 


A method for roentgenographic visualization of the pancreas 
and its ducts is described. This visualization is achieved through 
the injection of a radiopaque substance contained in a plastic 
tube lying freely in the terminal portion of the duct of Wirsung. 
The procedure may be performed at operation or in the post- 
operative period. The method is safe and is valuable in dem- 
onstrating the anatomy of the pancreatic duct system; demon- 
strating causal factors and various pathological features in the 
clinical course of recurrent pancreatitis; demonstrating the pres- 
ence of edema or acute inflammation in any part of the pancreas 
and its resolution under treatment; and deliberately opacifying 
the exocrine pancreatic parenchyma in the noninflamed pan- 
creas, thus aiding in the search for smaller pancreatic masses 
such as adenomas. These conclusions are based on 201 studies 
made on 100 patients at the New York University College of 
Medicine, New York. 


Benign and Malignant Gastric Ulcers: Roentgen Differentiation. 
Analysis of 142 Cases Proved Histologically. I. E. Kirsch. 
Radiology 64:357-365 (March) 1955 |Syracuse, N. Y.]. 


An analysis was made of the roentgen diagnoses in 142 histo- 
logically proved gastric ulcerative lesions, 120 benign and 22 
malignant. The incidence of certain radiographic criteria in the 
two groups was compared. Mucosal folds that radiate from the 
edge of the crater were found in 42% of the benign ulcers and 
in none of the malignant ulcers. Abnormal folds and a filling 
defect in the region of the ulcer were found in 19 of the 22 
malignant lesions (86%) and in not over 14% of those proved 
to be benign. The incidence in the two groups of the following 
criteria was not significantly different: penetration beyond the 
gastric lumen, undermining of the border of the crater, irregular 
ulcer base, and duodenal ulcer deformity. Other factors of little 
or no differential value were: location of the ulcer, size of crater, 
rate of healing, and presence of a normal incisura. The use of 
histologically proved cases in the analysis of the roentgenograms 
proved of value in determining which of the criteria that have 
been used routinely in the past are actually useful in differenti- 
ating benign from malignant ulcerative lesions. 
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Comparative Survival Times of X-Ray Treated Versus P*2 
Treated Patients with Chronic Leukemias Under the Program 
of Titrated, Regularly Spaced Total-Body Irradiation. F. E. 
Osgood, A. J. Seaman and H. Tivey. Radiology 64:373-381 
(March) 1955 [Syracuse, N. Y.|]. 


A study was made of the survival times of 163 patients with 
chronic leukemias by the method of titrated, regularly spaced 
total-body irradiation. Twenty-three received spray roentgen 
irradiation, and 140 were given radioactive phosphorus. The 
prognosis for survival was not significantly different whether the 
total-body irradiation was delivered externally or internally, pro- 
vided all other conditions of treatment were identical. The prog- 
nosis for survival of patients with leukemia treated by titrated, 
regularly spaced total-body irradiation, either with the spray 
technique or with P*, is significantly better than that for a 
collected series including all radiation-treated cases reported in 
the literature from 1925 to 1951. 


ANESTHESIA 


Anesthesia for the Burst Abdomen. D. M. Conway and R. C. W. 
Thompson. Anesthesia 10:67-69 (Jan.) 1955 [London, England]. 


Reviewing a small number of cases of burst abdomen, which 
occurred over the past 18 months, Conway and Thompson found 
that in these cases standard anesthetic techniques do not produce 
ideal conditions for either the surgeon or the patient. A high 
proportion of these patients have pulmonary complications, post- 
operative atelectasis, bronchitis, or pneumonia, and the majority 
are in a collapsed condition with a rising pulse rate and a falling 
blood pressure. Furthermore, since many of these patients had 
been operated on for abdominal neoplasms, they were in a 
cachectic condition, which increases the anesthetic risk. The anes- 
thetic must produce full muscular relaxation for a comparatively 
short time with the minimum of upset to an already gravely 
ill patient. Local infiltration of the wound does not always pro- 
duce adequate conditions, may further delay healing of the 
wound, and is much resented by the apprehensive patient unless 
he is given a dangerously heavy premedication. Regional block 
unduly prolongs the procedure and necessitates the injection of 
large amounts of relatively toxic drugs. Spinal analgesia is con- 
traindicated in cases of burst abdomen by virtue of the fall of 
blood pressure, which may prove fatal in a patient already in 
shock. The authors used a light general anesthesia in most 
of their patients, but they found that while it was safer than 
local or spinal analgesia, it still left much to be desired. It was 
felt that the recently described techniques of “hibernation” 
anesthesia would be especially advantageous in these cases, as 
it is claimed that this technique leads to a reduction in the in- 
cidence of postoperative pulmonary complications, and that the 
patient is much more fully protected from shock than under gen- 
eral anesthesia. The authors present one patient in whom they 
employed this technique with good results. They suggest that 
in poor operative risks this technique offers advantages over the 
more orthodox methods of anesthesia. 


Phenothiazine Derivatives in Anaesthesia: A Report on 200 
Administrations. G. Harrison. Brit. J. Anaesth. 27:131-138 
(March) 1955 [Altrincham, England]. 


The anesthetic technique used for the administration of the 
phenothiazine derivatives was based on that advocated by Smith 
and Fairer in 1953. Two hours before operation, the patients 
were given 50 mg. of promethazine-8-chlortheophyllinate, and 
one hour before 100 mg. of pethidine and 0.43 mg. of hyoscine; 
in elderly patients the hyoscine was replaced by atropine. Half 
an hour before operation chlorpromazine 50 mg., promethazine 
50 mg., and pethidine 100 mg. diluted in saline to 20 ml. were 
injected intravenously over a period of 5 to 10 minutes. The site 
of the incision was infiltrated with lignocaine 0.5% with a 1 
in 100,000 adrenaline solution. The patient was then intubated 
if this was considered advisable. In some cases, particularly the 
early ones, thiopentone up to 200 mg. or nitrous oxide was used 
as a supplementary anesthetic, but in 131 cases no supplemen- 
tary anesthetic agent was given. During the operation the mix- 
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ture of phenothiazine derivatives and pethidine is repeatedly in- 
jected in 5 ml. doses and relaxants are given as required. Oxygen 
on an open circuit or with carbon dioxide absorption with 
assisted respiration was used when large doses of relaxants made 
this desirable. Insufficient relaxation for stitching the peritoneum 
was generally remedied by giving cyclopropane for two to three 
minutes rather than by giving more relaxant. The total dose of 
the phenothiazine and pethidine mixture given ranged from 15 
ml. to 45 ml. The use of these drugs as anesthetic agents is con- 
sidered beneficial for the following reasons. 1. The patient has 
a pain-free postoperative period for approximately 36 hours. The 
incidence of postoperative vomiting appears to be reduced, the 
immediate postoperative period is free from anxiety, and the 
nursing care is reduced. Elderly patients and patients with chest 
conditions benefit especially from this anesthesia. Patients who 
had experienced major operations under other forms of anes- 
thesia appreciated the freedom from postoperative pain and dis- 
comfort. 2. Good operating conditions are produced; no crisis 
or anxiety arose during the induction of anesthesia or the opera- 
tion. 3. Reduction of bleeding and sweating reduces the need 
for the intravenous administration of fluids except to replace 
the blood lost at operation. 4. The method is particularly suit- 
able for thyrotoxicosis, as these patients are calmer and more 
free from discomfort than those operated upon under other forms 
of anesthesia. The lack of bleeding and easy exposure of the 
gland reduces the incidence of postoperative sore throats and 
huskiness. 


PHYSIOLOGY 


Present Status of Cardiac Surgery Under Hypothermia: Ex- 
perimental Work. C. Dubost and C. d’Allaines. J. chir, 71:285- 
309 (April) 1955 (In French) |Paris, France}. 


A series of 68 dogs was used to study the capacity of hypo- 
thermia to permit surgery of the bloodless, open heart. Hypo- 
thermia causes disturbances in metabolism and progressive 
cardiac insufficiency that make the procedure rapidly danger- 
ous, predisposing the heart to ventricular fibrillation. The cold- 
bath method of refrigeration, as practiced by Swan and 
co-workers, diminishes this risk to a certain extent, but it is 
dangerous to go below a temperature of 25 C (77 F), which 
policy limits circulatory arrest to 15 minutes at the very maxi- 
mum. “Blue babies” or other patients in a state of chronic 
hypoxia are therefore poor risks. Ventriculotomy holds more 
risk of fibrillation than does auriculotomy. The authors outline 
the following possible means for permitting arrest of the circu- 
lation lasting 30 or 45 minutes. 1, In order to achieve this by 
increased cold, it would be necessary to cool the patient to 15 
C (69 F). This does not seem feasible in human beings, except 
perhaps by artificial hibernation with ganglioplegic drugs. 2. 
Perfusion of the carotid and coronary arteries at 25 C (77 F) 
would enable the surgeon to obtain circulatory arrests of 45 
minutes or even an hour, but the perfusion requires an output 
three times that normally produced by the coronaries and, there- 
fore, massive quantities of oxygenated, heparinized blood. The 
possibility of practical realization of this procedure is currently 
being studied in the dog by the authors. 3, They are also ex- 
amining the possibilities of the artificial heart-lung; it might 
be a simpler technique than cardiocerebral perfusion, since the 
output required is not too great (about 700 cc. at 30 C [86 F| 
and 500 cc. at 25 C [77 F|). 4. The last method being studied 
by the authors is refrigeration of the brain exceeding that prac- 
ticed in other parts of the body. This is accomplished by remov- 
ing blood, cooling it, and reinjecting it into one of the common 
carotids. Within 20 to 40 minutes, the brain temperature can 
be lowered to 18 to 14 C (64 to 57 F), the rest of the body being 
at 32 to 28 C (90 to 82 F), as judged by rectal temperature. 
The cerebral circulation can be interrupted for 30 to 40 minutes. 
The association of a coronary perfusion would allow a safe 
circulatory arrest of at least 30 minutes; however, it has not 
been shown that this brain cooling is without danger to the 
brain. There are also a number of technical complications to 
be studied. 
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Fluoridation as a Public Health Measure. James H. Shaw, editor. Cloth. 
$4.50; $4 to AAAS members. Pp. 232, with illustrations. American Asso- 
ciation for the Advancement of Science, 1515 Massachusetts Ave., N.W., 
Washington 5, D. C., 1954. 


This book attempts to compress into one small volume all of 
the information on the controlled fluoridation of municipal water 
supplies that is necessary for an understanding of this procedure 
by physicians, dentists, public health workers, civic officials, and 
others who have a responsibility for decisions in this area. It 
is the third monograph dealing with fiuorides and public water 
supplies published within a period of 12 years by the American 
Association for the Advancement of Science. This suggests the 
rapid accumulation of data and the shift of emphasis from 
fluoride as a dental hazard to fluoride for the development of 
resistance to dental disease. A large part of the book consists 
of documented reviews; the remainder outlines original observa- 
tions. The selection and handling of the material represents a 
compromise between a nontechnical survey and a detailed refer- 
ence work. 

The book discusses dental benefits, general physiological 
effects, engineering aspects and related factors, and use of 
fluorides by direct application to tooth surfaces. Two sections of 
the book review in some detail a large number of observations 
in animals and in human beings that emphasize the capacity of 
the bones for fluoride storage and the capacity of the kidney for 
fluoride excretion. Studies are also described that show mobiliza- 
tion of fluoride from the skeleton as evidenced by long-continued 
elevated urinary excretion after change from high to low levels 
of fluoride intake. The authors regard these mechanisms as the 
explanation for the low level of fluoride in circulating blood 
and the nearly normal concentrations in other soft tissues, even 
after the excessive industrial or experimental exposure that leads 
to chronic fluorosis. 

Medical aspects of fluorides are considered in two additional 
chapters. One describes the long-term study of the growth and 
development of children in Newburgh, N. Y., where a controlled 
municipal fluoridation program has now been in operation 10 
years. The other chapter cites the findings of medical examina- 
tions of residents of Bartlett and Cameron, Texas. At the second 
examination in 1953, about 100 persons were included in the 
Bartlett group who had been exposed for an average period of 
37 years to the effects of a drinking water containing 8 parts 
per million of fluoride ions. By contrast the recommended level 
for a controlled fluoridation program is about | part per million 
of fluoride ions. “A town with a water supply naturally contain- 
ing excessive fluoride was selected on the assumption that any 
association between exposure and physiology might be manifest 
at a high concentration, particularly after prolonged ingestion.” 
This book is recommended as the best condensation of authorita- 
tive information presently available. 


Doctor Dan: Pioneer in American Surgery. By Helen Buckler. Cloth. 
$5. Pp. 381, with 7 photographs, Atlantic Monthly Press Book, Little, 
Brown & Company, 34 Beacon St., Boston 6, 1954. 


This is the story of a unique personality, a Negro surgeon 
whose life span was coeval with that of a group of internation- 
ally eminent surgeons of Chicago, including such individuals as 
Nicholas Senn, J. B. Murphy, A. J. Ochsner, and A. B. Kanavel. 
Dr. Daniel Hale Williams was born of free parentage in 
Hollidaysburg, Pa., just before the outbreak of the Civil War. 
In his youth he migrated to the West, worked as a barber, and 
was befriended by Charles Anderson. His medical studies were 
pursued under agonizing difficulties, but nevertheless in 1883 he 
graduated from Chicago Medical College, as the Medical Depart- 
ment of Northwestern University was then known. In 1891, 
with the aid of some wealthy Chicagoans he founded Provident 
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Hospital. In 1893, he achieved international fame when he per- 
formed the earliest recorded successful operation on a stab 
wound of the human heart. In 1898 President Cleveland ap- 
pointed him surgeon in chief of Freedmen’s Hospital in Wash- 
ington, D. C., and here his operative and diagnostic skill matured. 
Under his guidance the hospital was modernized and became 
the first to which any Negro surgeon in the United States had 
entree as an operator. Four years later he returned to Chicago 
and was appointed to the attending staff at the Cook County 
Hospital. 

Dr. Williams was an inspiration to hundreds of young Negro 
physicians, and his greatest joy was that he had a hand in the 
training of nearly every member of a generation of Negro sur- 
geons, and several of the white surgeons of the period gave due 
credit to him for some of their own training. The author has 
succeeded remarkably well in recreating Dr. Dan. Documenta- 
tion of the biographic material has been carried out unusually 
well. In developing the picture of Daniel Hale Williams as a 
pioneer American and father of Negro hospitals, the lives of 
many well-known contemporary personages, colored and white, 
are touched on. For many years Dr. Williams served as visiting 
lecturer on surgery at Meharry Medical College in Nashville. 
The author neither exaggerates Dan Williams’ achievements nor 
minimizes his faults. 

She addresses her volume primarily to the lay reader, yet 
physicians should find items of genuine interest on its many 
pages. Chapter 7, for instance, deals with the controversy over 
priority in reference to repair of wounds of the heart. Another 
chapter throws side lights on the management of appendicitis 
that was in vogue in the early eighties. His written articles in- 
cluded papers on inflammation starting in the cecum and vermi- 
form appendix, stab wound of the heart and pericardium, the 
need of hospitals and training schools for the Negroes of the 
South, penetrating wounds of the chest, and the malingerer. Dr. 
Williams was among the earliest to inveigh against the too hasty 
decision for amputation of injured limbs. One of the very few 
errata in the book pertains to the “Rhode Island Brakeman” 
(page 214), which should read, the “Rock Island Brakeman.” 
Although Dan Williams’ name should be included among the 
pioneers in thoracic surgery, he died in relative obscurity in 1931. 


Foetal, Infant and Early Childhood Mortality. Volume I: The Statistics. 
Volume II: Biological, Social and Economic Factors. ST/SOA /Series A/13; 
A/13/Add. 1. Population studies no. 13. Department of social affairs, 
population division. United Nations publications sales no.: 1954, IV. 7; 
1954. IV. 8. Paper. $1.50; 40 cents. Pp. 137, with 6 illustrations; 44, with 
4 illustrations, Columbia University Press, 2960 Broadway, New York 27; 
United Nations, Palais des Nations, Geneva, Switzerland, 1954. 


The first volume evaluates the sources of statistical infor- 
mation on mortality in infancy and early childhood (ages | to 4), 
the extent and limitations of data available, and the problems 
involved in improving the statistics and examines some of the 
problems of analyzing and interpreting these data. It deals with 
both age at death and cause of death. The first chapter discusses 
the scope and importance of the problem. Chapter 2 deals with 
the sources of inaccuracy and lack of comparability of inter- 
national statistics. Warious terms such as abortion, stillbirth, and 
live birth are discussed and recommended definitions stated. 
Such problems as incomplete coverage, incomplete registration 
of births and deaths, and differences in tabulating practices and 
rate compilations are also discussed. 

Chapter 3 concerns pregnancy wastage. A thorough discussion 
is devoted to abortions. The reliability of data is examined along 
with the different types of abortions (spontaneous and legally or 
illegally induced). Marital status, age of mother, and order of 
pregnancy are related to the above breakdown. It is suggested 
that the word “abortion” should be replaced by the term “fetal 
death,” if the fetus is lost prior to the 28th complete week of 
gestation. This would eliminate the problem of different defini- 
tions of the word “abortion” and would help to standardize the 
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basis for computing infant mortality rates. Statistics on still- 
births (defined as late fetal deaths) are more reliable than those 
on abortions. Tables with rates for selected countries are shown 
for both abortions and stillbirths. Mortality in infancy and early 
childhood is the subject of chapter 4. The statement was made 
that the striking reduction in infant mortality has almost ob- 
scured the fact that in many countries improvement of as great 
or greater magnitude has been attained in the ages of 1 to 4. This 
chapter discusses the time trends and geographical variations of 
mortality and also the age variation and the sex ratio of mortality 
in infancy and early childhood. As in previous chapters, tables 
for selected countries are shown. In countries where infant 
mortality is low, future progress will depend on the discovery 
and application of methods for the prevention and control of 
congenital defects and premature care. It is stated on page 35 
of volume 1: “In countries where the infant mortality is below 
50, about one-fourth of the deaths occur during the first 24 
hours after birth; about one-half during the first week, and be- 
tween one-half and two-thirds during the first month.” (In the 
United States for the year 1950, 35% of all infant deaths oc- 
curred in the first day of life and 70% occurred in the first 28 
days.) It is in these groups that the causes of death are found 
that are not affected by environmental factors such as infections 
and nutritional diseases. 

Chapter 5 examines the causes of mortality in the age groups 
studied. The material presented covers 49 countries that repre- 
sent about 25% of the world’s population. Complete data are 
given for only 36 of these countries, however. The statistics 
cover, in most cases, the years 1945 to 1948. Again, problems 
of accuracy and comparability of data appear. There are pos- 
sibilities for errors in diagnosis, failure to enter the correct cause 
of death, unsatisfactory statement of cause of death, and the 
problem of joint causes of death. The increasing use of the 
International Statistical Classification of Diseases, Injuries, and 
Causes of Death (1949) will aid in uniformity. Tables are shown 
for the leading causes of death in selected countries for infants 
and the age group 1 to 4. Specific diseases are discussed as to 
their relative importance by selected countries and selected 
years. 


Volume 2 is concerned with the biological and socioeconomic 
factors affecting infant and child mortality. It lists and examines 
six biological factors, such as fertility, multiple births, pre- 
maturity, and age of mother. This discussion is supplemented by 
tables and charts. The chapter on social and economic factors 
is concerned with the following subjects in relation to infant and 
early childhood mortality: urban-rural differentials; illegitimacy; 
nutrition; housing; literacy and intelligence; and family income, 
occupational status, and employment. The correlation of these 
factors to infant and early childhood mortality is most enlighten- 
ing. The problems of the costs of bearing and rearing a child, 
the general losses from death based on the life expectancy of 
young persons, and demographic implications of infancy and 
early childhood are presented. This volume has limitations due 
to the use of highly selected data and the application of in- 
ductive reasoning to these data. Volume 2 is most interesting 
and complements the statistical data presented in volume 1. The 
importance of this study is apparent, because one-quarter to one- 
third of each generation is wiped out before reaching the fifth 
year of life. Studies of the statistical aspects during this period 
will make it possible to choose the most appropriate measures 
to reduce this high mortality. These volumes should interest both 
physicians and statisticians and serve as an excellent source for 
infant and early childhood mortality data. The annex to volume 
1 contains 67 pages of detailed statistical data for selected 
countries. 


Practical Obstetric Problems. By lan Donald, M.B.E., M.D., B.S., Regius 
Professor of Midwifery, University of Glasgow, Glasgow, Scotland. Cloth. 
$9.50. Pp. 578, with illustrations. Year Book Publishers, Inc., 200 E. 
Illinois St., Chicago 11, 1955. 


This text embodies the practical considerations of the major 
obstetric problems without the embellishment of formal chapters 
devoted to anatomy and physiology. The author has had exten- 
sive clinical experience and is a superb teacher. Although the 
clinical aspects of each problem are the primary interest of the 
author, the scientific background and pertinent newer ideas are 
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discussed freely. Antenatal eare, the various complications of 
pregnancy and labor, operative obstetrics, the complications of 
the puerperium, and anesthesia and analgesia are discussed in 
an intelligent, interesting, and practical manner. The problem 
of prolonged labor is considered as an entity. There is an ex- 
cellent chapter on the toxemias of pregnancy written by H. M. 
Carey, in which new knowledge concerning the origin and man- 
agement of these complications is considered. Another chapter 
entitled “The Use and Abuse of Antibiotics” by William Hayes 
is a scholarly presentation of this important topic. Although this 
book presents the British viewpoint, there are few major areas 
that differ from the teaching in American institutions. There are 
a few carefully selected illustrations that add to the value of 
the text. Although the bibliography refers largely to British 
authors, key references from the world literature are included. 
This book can be read with profit by the specialist, casual ob- 
stetrician, and student. 


Klinische Zytologie der Thoraxkrankhelten. Von Heinz Grunze, Dr. 
med., Oberarzt am Landes-Tuberkulose-Krankenhaus Heckeshorn, Berlin- 
Wannsee. Mit Beitragen zur Technik der Materialgewinnung von Hans- 
Jiirgen Brandt, Dr. med., Oberarzt am Landes-Tuberkulose-Krankenhaus 
Heckeshorn, und einem Geleitwort von Hans Schulten, Prof. Dr. med., 
Direktor der Med. Univ.- Poliklinik K6in. Cloth. 59 marks. Pp. 190, with 
154 illustrations, Ferdinand Enke, Hasenbergsteige 3, (14a) Stuttgart-W., 
Germany, 1955. 


Several books have reviewed general clinical cytology, but to 
apply this new technique in practice requires close attention to 
details and familiarity with normal and pathological findings. 
This monograph is planned on the possibilities and findings of 
cytological investigation of disease of the thorax with a view 
to disclosing the widest unity and the narrowest relation between 
this relatively new diagnostic technique and the other clinical 
methods of investigation. The author has tried to view cytologi- 
cal results in the light of general clinical problems. The presen- 
tation is based on more than 2,500 cytological observations of 
over 600 patients with pulmonary disease in the Heckeshorn 
Tuberculosis Hospital. The chapters cover the possibility of ob- 
taining investigative material; cytological methods; cytodiag- 
nostic criteria; a statistical review of material and results; 
cytodiagnosis of thoracic wall punctates, lymph node punctates, 
pleural exudates, and pulmonary punctates; cytodiagnosis of the 
sputum and of the solitary hilus and mediastinal changes; and 
the way in which cytodiagnosis may lead to early disclosure of 
bronchial carcinoma. This valuable book should be translated 
into English so that it could have a wider use. The author sug- 
gests that a proper evaluation of cytology in the realm of the 
clinic will ultimately show it to be as important as histology. 


Segmental Anatomy of the Lungs: A Study of the Patterns of the 
Segmental Bronchi and Related Pulmonary Vessels. By Edward A. Boy- 
den, Ph.D. Cloth. $15. Pp. 276, with 137 illustrations. McGraw-Hill 
Book Company, Inc., 330 W. 42nd St., New York 36; 95 Farringdon St., 
London, E.C.4, England, 1955. 


In this volume, one of the most eminent anatomists of our 
time presents the results of his studies on the anatomy of the 
lung. These studies, stretching over almost a decade, constitute 
a comprehensive and systematic analysis of the bronchial and 
vascular pattern of the various pulmonary segments. Of funda- 
mental significance is the system, devised by the author, to 
designate the complicated bronchial and vascular structures in- 
volved. This system, based on a combination of letters and 
numbers, may superficially seem complicated, but in studying 
and describing the involved ramifications of bronchi and related 
vessels, it is useful and simple and provides a rational and sys- 
tematic nomenclature by which the numerous variations can be 
understood. By examining large numbers of specimens, the 
author was able to establish prevailing patterns of the segmental 
and subsegmental ramifications of the bronchial and vascular 
tree. Using these as a base line, the variations are classified and 
described. The findings are thoroughly documented with tables 
and excellent illustrations. Aside from the fact that the author's 
studies provide information on the segmental and subsegmental 
branching of bronchi and vessels—information much needed in 
thoracic surgery—this work exemplifies an anatomic study done 
with accuracy, originality, and scholarship. 
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Outlines of Enzyme Chemistry. By J. B. Neilands and Paul K. Stumpf. 
With chapter on Synthesis of Enzymes by Roger Y. Stanier. Cloth. $6.50. 
Pp. 315 with illustrations, John Wiley & Sons, Inc., 440 Fourth Ave., 
New York 16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, London, 
W.C.2, England, 1955. 


The authors teach a one-semester course on enzymes at the 
University of California to seniors and beginning graduate 
students who have had a thorough grounding in chemistry and 
physiology as well as biochemistry. Because they had to limit 
the size of the text, the authors have avoided writing a catalogue 
of enzymes but have outlined the material in general terms. Over 
half of the book is on general principles: function of catalysts; 
isolation of enzymes and ways of determining their purity, 
chemical structure, and roles; effects on activity of substrate 
concentration, of inhibitors, of temperature, and of pH; the 
energetics (thermodynamics) of enzyme reactions; oxidation- 
reduction reactions; enzyme-substrate compounds; and enzyme 
specificity. The rest of the book is on specific coenzymes, 
enzymes, and the enzyme systems involved in metabolism. 

Students and research workers in fields other than enzymology 
who are properly prepared, who have access to a large depart- 
mental library, and who can if need be get help from the pro- 
fessor should find this text satisfactory, but the book is not self- 
contained. Practically every paragraph refers the reader to 
original papers or monographs for amplification of theory, ex- 
planation of experimental details, and/or methods of calculating 
fundamental constants. Because terminology is not standard in 
this field, the student will have to spend a lot of time, especially 
at first, in finding out what each paper is about. The authors 
use the annoying pedagogic trick of introducing a term or 
symbol for the first time without defining it or putting it in a 
context from which its meaning could be guessed. They do state 
where the definition can be found, but usually it is so far ahead 
that it is unintelligible until the intervening pages have been 
read. On the other hand, they have struck a nice balance be- 
tween the general and the specific. Although they cover the 
general aspects in mathematical terms, they always give specific 
illustrations using data from the literature to give the equations 
meaning to those somewhat awed by abstract mathematical 
expressions. The book contains photographs of some of the most 
prominent enzymologists; numerous diagrams, tables, and 
graphs; and an adequate index. It is well bound. The ink, how- 
ever, does not adhere well to the glossy paper; several arrows 
in diagrams were not fully printed; and the pages smudged as 
they were handled. 


Blutkrankheiten: Methodik, Klinik und Therapie. Von Professor Dr. 
Hanns Fleischhacker. Cloth. $7.50. Pp. 247, with 76 illustrations. Wilhelm 
Maudrich, Spitalgasse 1b, Vienna IX, Austria; Bonn, Germany; [agent 
for U. S. A. and Canada, Intercontinental Medical Book Corporation, 
New York 16], 1955. 


This is a condensed presentation of hematology, with emphasis 
on diagnosis and therapy. It is the outgrowth of the author's 
experience in conducting postgraduate courses. The subject is 
treated in six sections devoted to the technique of studying blood 
elements, diseases of red and white blood cells, disturbances of 
hemostasis, and lesions of reticulum and plasma cells. Therapy 
is the strongest feature of the manual. It is modern and up-to- 
date, as well as critical. The wealth of information contained 
in the limited space testifies to the good judgment and discretion 
of the author in selecting from the vast literature. 

The book has its weaknesses. Some of them may be a matter 
of individual preference, such as the use of @ and § to designate 
anti-A and anti-B isoagglutinins in the blood grouping nomen- 
clature, or the antiquated conception of blood group O as having 
no agglutinogen. On the other hand, the graphic sketch of the 
ABO blood group system is patently wrong, because the reactions 
between groups A and B and their isoagglutinins are not repre- 
sented. There are important errors; for example, factor D is 
claimed not to play a role in transfusion reactions, because it 
allegedly never produces antibodies. Also the statement that 
tests for the Rh factor should be made prior to transfusions 
“whenever possible” is misleading; most physicians believe that 
tests for Rh are just as important as those for ABO. The tech- 
nique of cross matching is much too primitive for a text bearing 
the publication date of 1955. Equally outdated is the discussion 
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of the sources of Rh testing serums. The Rh negative factor (rh) 
is stated to be recessive on page 29 and two pages later the correct 
view is quoted that no dominance has been established for the 
Rh types. 

The general classification of anemia is incomplete; the size of 
the red blood cell is not considered, although reference is made 
to it in the discussion of the special forms of anemia. In the 
therapy of hemolytic disease of the newborn, the amount of 
blood used in exchange transfusions is given as from 900 to 
1,000 ml., as if this amount were the one used regularly, whereas 
500 ml. is the quantity most frequently given. The merit of the 
recommendation of an interval of from one to two years before 
the next pregnancy after delivery of an erythroblastotic baby 
is not supported by experience. Many will question the un- 
qualified advice that labor be induced when erythroblastosis is 
expected. There is no reference to age in the discussions on acute 
leukemia and on chronic granulocytic leukemia. On the other 
hand, the peak of chronic lymphocytic leukemia is stated to be 
“between” the third and fourth decades. The present consensus 
is that the average age in this form of leukemia is much higher. 
For the diagnosis of infectious mononucleosis, marrow puncture 
is given greater weight than the serologic test. The technique of 
the latter as given is clumsy, unpractical, and antiquated. Also 
antiquated is the technique demonstrating the L. E. cells. It is 
not necessary to use marrow for this procedure. The illustrations 
are good, even those in color. One wonders why figure 55, which 
is to represent chronic granulocytic leukemia, lacks the charac- 
teristic type cell, the myelocyte. The shortcomings have been 
gone into in detail, because all can be easily corrected, which 
would greatly add to the merits of this valuable and practical 
contribution to the literature of this subject. 


Administrative Practice of Social Insurance. International Labour Office. 
Studies and reports, new series, no. 40. Paper. $1; 6s. Pp. 86. Inter- 
national Labor Office, Washington Branch, 1262 New Hampshire Ave., 
Washington 6, D. C.; Staples Press, Ltd., Mandeville Pl., London, W.1, 
England; Geneva, Switzerland, 1955. 


This slim volume is a highly technical, systematic guide for 
setting up a social security administration in a country that has 
not previously known such a scheme. Even though it catalogues 
the systems used to date, it is of no historical interest, as the 
information from each country is fragmented according to topic 
and presented anonymously. The book deals in minutiae, not 
with theories, as is proper in a publication of this kind. Its only 
practical application is as a reference work, and its audience 
will be practically limited to those who are engaged in this very 
specialized field. The material in this book is introduced by the 
remark that the principle of social insurance is now universally 
accepted. It is perhaps no major criticism that this statement is 
open to question, especially when “social insurance” is defined 
to include “the classical social contingencies—sickness, maternity, 
occupational injury, invalidity, old age and death.” The burden 
of the message in this work is not the apology, but the facts. 

The first two chapters are concerned with the problems of 
registering participants in the social security system—insured 
persons and employers. Numbering systems range from the 
almost purely chronological through elaborate coding that 
specifies region and year of birth, sex, income class, and oc- 
cupation for workers, or region and economic activity for 
employers. Master registers must be maintained of all numbers 
issued, in order to guard against issuing the same number twice. 
Another safeguard, attended by its own complications, is to 
file new entries on prenumbered forms. New registrants are 
checked against a second, alphabetical master register to see that 
they have not previously been registered under different numbers. 
Factors influencing the procedure and forms adopted are the 
constant or current nature of data necessary to administer the 
system, level of education of the insured population, relative 
stability of employment situation, and other (statistical) uses to 
which the data gathered may be put. 

Collection of social security taxes is most often delegated to 
employers, although occasionally the social insurance institution 
shoulders this responsibility. The remission of premiums must 
in all cases be accompanied by a record showing the relationship 
between earnings for the period and social security tax. This 
may be either of the running type, in which the taxable wage 
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base and/or deductions are reported in each period, or of the 
changes type, in which only changes of status are reported. The 
choice in any particular system depends on the frequency of 
changes in employment or earning status of the insured and in 
benefit rolls of employers. Stamps may be issued for individual 
records to show that contributions are up-to-date. In other 
cases, the collecting agency's rolls provide the only record. In 
any case, frequent checking of the records by the central ad- 
ministration is wise. This reduces the possibility of arrears’ be- 
coming a serious problem to the insuring institution or a financial 
hardship to an accidentally delinquent employer. It also makes 
less likely what could be an expensive and inconvenient neces- 
sity—a major overhauling of the records. 

It is chiefly in the handling of benefit claims that the problem 
of fraud rears its ugly head. Any measures that are introduced 
to control fraudulent practices must be weighed against possible 
ill-effects on legitimate claimants for benefits and against the 
cost of putting such safeguards into effect. Once the social 
security system is in operation, data will become available indi- 
cating the volume of participation and suggesting modifications 
for the future. These data will also be found useful for other 
purposes, wherever employment and income information is in 
demand. Such statistics are properly regarded as a by-product 
of the social security system. The secondary objective of obtain- 
ing data for other purposes should not be allowed to dictate 
administrative changes that would interfere with efficiency and 
effectiveness. This study is really an essay on record-keeping, 
with only peripheral consideration of the immediate aims of 
quality of service, economy of operation, and prevention of 
fraud. Within these limits, it is a handbook or checklist for those 
already familiar with this field and its problems. 


The Joints of the Extremities: A Radiographic Study. Notes on Non- 
Routine Methods, Non-Routine Ideas, and Less-Common Pathology. By 
Raymond W. Lewis, M.D., Consultant in Roentgenology, Hospital for 
Special Surgery, New York. Cloth. $8.50, Pp. 108, with 102 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto, 2B, Canada, 1955. 


The author, who has had wide experience in radiology of the 
skeleton, has prepared what he calls a fragmentary presentation 
of available methods, observations, and ideas not in common 
practice that have been evolved and established as useful through 
many years of service in an orthopedic hospital. He has also 
included some of the less common pathological conditions of the 
joints of the extremities. The book is not a complete manual of 
roentgenography of the joints of the extremities but rather a 
supplementary volume to be used for maximum efficiency in con- 
junction with existing textbooks. The illustrations are carefully 
selected, and the engraving and printing leave little to be desired. 
Figure 12 is upside down, unfortunately; otherwise no flaws in 
the illustrations were noted. Particular interest attaches to the 
soft tissue studies in relation to the knee joint. This book con- 
tains a wealth of valuable information that should prove useful 
to radiologists, orthopedists, and students of arthritis. The text 
is clearly and authoritatively written. The references, though not 
numerous, appear to be adequate. 


Ciba Foundation Symposium on Chemistry and Biology of Pteridines. 
Editors for Ciba Foundation: G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., and Margaret P. Cameron, M.A., A.B.L.S. Cloth. $8. Pp. 425, with 
143 illustrations. Littl, Brown & Company, 34 Beacon St., Boston 6; 
J. & A. Churchill, Ltd., 104 Gloucester Pl., Portman Sq., London, W.1, 
England, 1954. 


This symposium is the 25th in the series. The Ciba Foundation, 
established as an educational and scientific charity under the 
laws of England, is an international center where research work- 
ers from different countries are invited to participate in sym- 
posiums. The present volume contains a review of the available 
information as well as original material. This characteristic 
together with the discussion of the individual papers should 
make the book a valuable asset to anyone interested in pteridine- 
like compounds. The book is well illustrated with diagrams, 
graphs, and tables. 

Topics included in the chemistry of pteridines are: ring- 
opening reactions, alkylation, ultraviolet absorption spectrums, 
chromatography, and electrophoretic studies of pteridines, con- 
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stitution of urothione, pteridines of Drosophila melanogaster, 
sulfonamide derivatives of pteridines, use of o-aminonitroso 
compounds in the synthesis of rings, recent developments in 
pteridine synthesis, and some unresolved problems. Included in 
the biological aspects of pteridines are: metabolic relations of 
p-aminobenzoic acid and folic acid and the function of folic 
acid analogues in micro-organisms, 2:4-diaminopteridines and 
condensed pyrimidine systems as antimetabolites, effects of folic 
acid antagonists on embryonic development, mode of action of 
folic antagonists, function of the Leuconostoc citrovorum factor, 
function of folic acid in the biosynthesis of purine and pyrimidine 
derivatives, biological activity of folic acid and substituted 
pteridines for Tetrahymena, yellow pigment of the argentaffin 
cells of mammalian gastrointestinal tract, studies on pteridine 
metabolism, some aspects of disordered folic acid metabolism in 
man, and occurrence of hepatic fibrosis in children with acute 
leukemia treated with folic acid antagonists. 


Methods of Biochemical Analysis. Volume II. Edited by David Glick, 
Professor of Physiological Chemistry, University of Minnesota, Minne- 
apolis. Cloth. $9.50. Pp. 470, with illustrations. Interscience Publishers, 
Inc., 250 Fifth Ave., New York 1; 88/90 Chancery Lane, London, W.C.2, 
England, 1955. 


As stated on the jacket, “This annual series forms a collection 
of authoritative methods, procedures, and techniques for the 
determination and assaying of biologically important substances 
and systems. Judicious selection of topics emphasizes develop- 
ments and innovations of current interest.” The methods of 
analysis covered in this volume are those for steroids by infra- 
red spectrophotometry (Rosenkrantz), epinephrine and norepi- 
nephrine in body fluids and tissues (Persky), lipids (Sperry), 
lipoxidase activity (Holman), folic acid activity (Jukes), vitamin 
E (Lehman), coenzyme A (Novelli), proteolytic enzymes (Davis 
and Smith), glutathione (Patterson and Lazarow), serum glyco- 
proteins (Winzler), sugars in polysaccharides by new color re- 
actions (Dische), sequence of amino acids in peptides and 
proteins by techniques for determining terminal amino acids 
(Conrat, Harris, and Levy), and cytochrome C oxidase (Smith). 
Each chapter has a detailed table of contents and a bibliography. 
Otherwise the treatment varies with the subject covered, but in 
every case it seems to be thorough. There are both author and 
subject indexes. The printing and binding are of high quality. 


Rauber-Kopsch Lehrbuch und Atlas der Anatomie des Menschen in 
Zwei Banden. Von Dr. Fr. Kopsch. Band I: Allgemeines, Skeletsystem, 
Muskelsystem, Gefassystem. Nineteenth edition. Cloth. 64.50 marks: 
$15.35. Pp. 736, with 731 illustrations. Georg Thieme, Herdweg 63, (14a) 
Stuttgart O, Germany; agent in U. S. A, and Canada, Intercontinental 
Book Corporation, New York 16, 1955, 


The current edition of this well-known book combining text and 
atlas of human anatomy differs little from its predecessors. This 
first volume contains the anatomy of the skeleton, muscles, and 
blood vessels. The compression of the material into two volumes 
is the result of a rearrangement of text and figures and the omis- 
sion of the sections on embryology. The text has otherwise not 
been shortened. The strength of this book is the completeness 
of the morphological description and the artistic excellence of 
the illustrations. Its weakness is the consistent lack of emphasis 
on the principles and functional aspects of anatomic structure, 
which make morphology meaningful. This greatly diminishes 
the didactic value of the book, since the present day teaching 
of anatomy is not primarily concerned with descriptive detail 
but requires from the medical student an understanding of the 
functional and sometimes practical significance of structural 
relationships. 


Atlas unfallchirurgischer Operationen. Von Otto Russe. Mit einem 
Geleitwort von Professor Dr. Lorenz Bohler. [In German, English and 
French.] Cloth. $12.50. Pp. 106, with 48 plates. Verlag fiir medizinische 
Wissenschaften Wilhelm Maudrich, Spitalgasse 1b, Vienna IX, Austria; 
Bonn, Germany; [agents in U. S. A. and Canada, Intercontinental 
Medical Book Corporation, New York 16], 1955. 


This is an excellent trilingual atlas of traumatology. The 
sketches and diagrams are vibrant due to the judicious use of 
red. The elimination of all redundant data and the crisp draw- 
ings make for easy orientation. The book is printed on good stock 
and the format is such that the text and illustrations appear side 
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by side. The sections of the book consider general problems, 
head and trunk, upper limb, and lower limb. The author stresses 
that success in traumatic surgery depends as much on a well- 
organized and well-functioning accident service as on any one 
surgeon’s conscientious skill. The book can be recommended 
to any one interested in the practical aspects of traumatology. 


Perspectives and Horizons in Microbiology: A Symposium. Edited by 
Selman A. Waksman. Cloth. $3.50. Pp. 220, with illustrations, Rutgers 
University Press, New Brunswick, N. J., 1955. 


This book presents a series of lectures given on occasion of 
the dedication of the new Institute of Microbiology at Rutgers 
University. The lectures deal with the modern phases of micro- 
biology and are given by leading international authorities in the 
field. As Waksman emphasizes in his preface, they show the great 
stride microbiology has made and the mutual fertilization with 
other biological sciences. Deliberately the practical applications 
of microbiology have been played low in favor of its academic 
aspects. The first series of lectures deals with the microbe as a 
living system, emphasizing genetic as well as nutritional aspects. 
The second, the largest, part concerns the metabolism of micro- 
organisms with all its varied ramifications. The third part lists 
various aspects of “microorganisms and higher forms of life” 
including problems of immunology, virus reproduction, and 
antibiotics. At the end of the booklet dedicational addresses are 
presented. Some of the lectures are rather technical and not 
easily understood. Others present complicated facts in a simple, 
didactic fashion. The booklet gives a pleasant survey of modern 
thought in this rapidly enlarging field and provides useful read- 
ing for any physician desiring to acquaint himself with the trends 
in microbiology. 


A Synopsis of Medicine. By Sir Henry Letheby Tidy, K.B.E., M.A., 
M.D., Extra Physician to H. M. the Queen. Ttnth edition. Cloth. $7.50. 
Pp. 1253. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2; [John Wright & Sons, Ltd., 42-44, Triangle West, 
Bristol 8, England], 1954. 


This book is particularly well known to British students, al- 
though it also has become familiar over the years to many 
American students. Typical of the volumes that offer information 
in synoptic form, it lists with no wasted words textbook-type 
information under such headings as synonyms, pathogenesis, 
morbid anatomy, symptoms and signs, and treatment. It is more 
of a reference book than one for consultation for detailed in- 
formation. The intern, the practitioner, and the medical student 
should find this book appealing. The author is well known and 
the contents are complete for a book of this size. 


Textbook of Healthful Living. By Harold S. Diehl, M.A., M.D., Sc.D., 
Professor of Preventive Medicine and Public Health, University of Minne- 
sota, Minneapolis. Fifth edition. Cloth. $6. Pp. 802, with 53 illustrations. 
McGraw-Hill Book Company, Inc., 330 W. 42nd St., New York 36; 95 
Farringdon St., London, E.C.4, England, 1955. 


The popularity of this book is evident from the fact that it 
is now in its fifth edition. It offers in straightforward, easily 
understood language information on personal hygiene that can 
be read and understood by the lay individual and can be used 
to advantage by the physician in his contacts with the public 
and by health educators. It covers a variety of subjects (30 chap- 
ters and 5 appendixes) ranging from discussions of longer 
life and major health problems to mental health, nutrition and 
growth, foods, weight, health problems, health services, and 
even participation by the government in health. This is a handy 
volume, attractive to the eye, and useful for the desk. 


Primary Anatomy. By H. A. Cates, M.B., and J. V. Basmajian, M.D., 
Associate Professor of Anatomy, University of Toronto, Toronto, Canada. 
Third edition. Cloth. $5.75. Pp. 339, with 441 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1955. 


This new edition, extensively revised by Basmajian, emerges 
as one of the best books on human anatomy for students in 
physical and health education, nursing, physiotherapy, and re- 
lated fields. Without excessive detail, it presents a thorough and 
scholarly survey of its subject. The text is pleasant and interest- 
ing, because of the continuous inclusion of functional considera- 
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tions. The illustrations are primarily diagrammatic and present 
with exceptional clarity important structural principles and 
functional mechanisms. Although this book is not intended for 
medical students, it summarizes in many instances anatomic 
structural and functional relationships in such excellent fashion 
that they may find it useful as additional reading. 


Advances in Pediatrics, Volume VII. Editor: S. Z. Levine. Associate 
editors: John A. Anderson, and others. Cloth. $8. Pp. 351, with illustra- 
tions. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 1955. 


This volume is composed of seven subjects: (1) fibrous defects 
in cortical walls of growing tubular bones; their radiological 
appearance, structure, prevalence, natural course, and diagnostic 
significance, by J. Caffey; (2) the urinary tract in childhood, by 
M. F. Campbell; (3) malnutrition in infancy and childhood, with 
special reference to kwashiorkor, by F. Gomez, R. R. Galvan, 
J. Cravioto, and S. Frenk; (4) photocardiography in children, 
by E. Mannheimer; (5) infantile cerebral palsy, by M. A. Perl- 
stein; (6) mucoviscidosis, by H. Shwachman, H. Leubner, and 
P. Catzel; and (7) congenital megacolon, by O. Swenson. This 
book, as well as its previous volumes, presents the subject matter 
in excellent form and coverage. It should be a fine addition to 
the library of a practicing or research pediatrician and an excel- 
lent reference for the student. 


Clues in the Diagnosis and Treatment of Heart Disease. By Paul D. 
White, M.D. Publication number 242, American Lecture Series, mono- 
graph in Bannerstone Division of American Lectures in Circulation. 
Edited by Irvine H. Page, M.D., and A. C. Corcoran, M.D. Cloth. $5.50. 
Pp. 186, with 35 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto, 2B, Canada, 1955, 


This little booklet is highly recommended, since it brings to 
the fore many facets in diagnosis and treatment of heart disease 
that do not appear in more formal books or are buried among 
other material. In this small monograph Paul White has been 
able to pinpoint a number of viewpoints of value to the man in 
practice. He has kept abreast of the times and can therefore 
explain the growing body of new findings to the man requiring 
practical information. There are items in this monograph, how- 
ever, that should be of value to the specialist. The sections on 
general clues, history, symptoms, and therapy are particularly 
to be commended. 


Your Health Today. By W. W. Bauer, B.S., M.D., Director of Bureau 
of Health Education of American Medical Association. Harper’s series in 
school and public health education, physical education, and recreation. 
Delbert Oberteuffer, editor. Cloth. $5. Pp. 514, with 111 illustrations. 
Harper & Brothers, 49 E. 33rd St., New York 16, 1955. 


This book is written in the typical, understandable, and in- 
formative style of the author, whose work in the health field has 
been known for years. He has drawn heavily on his experiences, 
to the benefit of the readers of the book. It is not intended to 
aid the physician in the actual practice of medicine, except that 
it provides for him something that he may use in his relations 
with the general public and that he can recommend for use by 
the public and the ancillary health services, as they too are asked 
from time to time to explain some of the problems of mankind 
today. The one who should benefit most from this book is the 
lay individual, the average member of the family or of a school. 
The book offers information on health education with no reason 
for fear on the reader’s part that he will be misinformed. The 
health advice that he will receive can be used to his advantage, 
and physicians who are asked to recommend a book for such 
purposes can without hesitation mention this one. 


Pan-L-View on Parliamentary Procedure. [By Edward J. Ryan.] Slide- 
rule chart. $3. E. J. Ryan. D.D.S., 708 Church St., Evanston, Ill., 1954, 


This is an interesting device that provides for handy reference 
information on parliamentary procedure. The way it operates 
reminds one of a slide rule, but it does not need a mathematician 
to make use of it. It is simple, easily operated, and informative. 
For one who is interested in parliamentary procedure but not in 
detail, this should be appealing. 
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QUERIES AND 


SUDDEN CARDIAC ARREST 


To tHE Epiror:—What is the best way of handling a case of 
sudden cardiac arrest following electric shock treatment for 
psychiatric reasons? M.D., Delaware. 


ANSWER.—There are at least two mechanisms through which 
electric shock treatment might produce fatal circulatory failure. 
In the first, the sudden and severe strain placed on the heart by 
the violent physical exertion of the convulsion may produce 
acute cardiac dilatation and failure. The physiological mecha- 
nism of this process is caused by the increased volume output 
of the heart that results in part from a more rapid action and 
in part from an increased volume of each discharge. The pe- 
ripheral resistance is increased; the arterial blood pressure rises; 
and the heart itself becomes overfilled during diastole. The likeli- 
hood of acute cardiac dilatation is directly related to the existence 
and severity of any heart disease existing previous to the treat- 
ment. The second mechanism is neurogenic. Either the cardio- 
depressor or the cardioaccelerator center, or both, may be 
affected. It seems that the disturbances of the cardiodepressor 
center occur with greater frequency, so reflex vagocardiac in- 
hibition, producing slowing or stopping of the heart; reflex vaso- 
dilatation, with its accompanying fall in blood pressure; or a 
combination of the two mechanisms may occur. Severe vagotonic 
reactions have been described without any fatality, such as sys- 
tolic blood pressure dropping from 160 to 80 mm. Hg, disturbed 
rhythm of the heart, and postconvulsive asystole. It is probable, 
according to Jetter, that such severe vagotonic reactions might 
easily predispose to the development of fatal acute circulatory 
failure. 

The ideal way of dealing with a sudden cardiac arrest is the 
use of a cardiac pacemaker. This apparatus is not very expensive 
and ought to be kept handy in every ward where any number 
of psychiatric patients of the higher age group are treated. Lack- 
ing the pacemaker, very strong mechanical stimulation on the 
chest just above the heart may start the heart function. This 
mechanical stimulation should be very strong and might consist 
of a hearty blow with the fist on the chest or hitting the chest 
very strongly with a wet towel. The medicaments that may be 
used are: 1 mg. of atropine injected very rapidly into the veins, 
as long as there is any pulse palpable; or 30 mg. of ephedrine, 
also intravenously. The use of adrenalin intracardially was never 
very successful. Instead, 5 cc. of 10% calcium chloride solution 
should be tried intracardially. Whatever method of starting the 
heart function is tried, artificial respiration by use of oxygen 
should also be given to the patient during the revival period. 


CORNEAL TATTOOING 


To THE Epiror:—What commercial products are used in corneal 
tattooing? 1 am particularly interested in the use of gold 
chloride, but the Pharmacopeia mentions two forms of this 
salt, and I am not able to obtain exact information on this. 


F. Stuart Ryerson, M.D., Camp Chaffee, Ark. 


ANSWER.—Platinum chloride produces a black color in the 
artificial pupil that lasts better than other pigments. According 
to Stallard (Eye Surgery, ed. 2, Baltimore, Williams & Wilkins 
Company, 1950, p. 537) it tends to fade during a year or two 
after operation, and it may have to be repeated when this fading 
gives an unsatisfactory appearance. It is not desirable to do this 
operation in an area of thin ectatic cornea. The best results are 
obtained when the corneal epithelium alone is scraped off, 
leaving the smooth surface of Bowman’s membrane intact for 
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MINOR NOTES 


the application of 2% platinum chloride solution, followed by 
hydrazine hydrate as a reducing agent. When the deep corneal 
lamelias are disturbed a gray-black color follows tattooing, and 
if ulceration is induced by deep trauma the pigment is cast off 
and the ulcerated area replaced by scar tissue. A concentrated 
solution of platinum chloride keeps well, and from this a 2% 
solution is made shortly before operation. Hydrazine hydrate 
must be freshly prepared. Water-soluble silver salts and hydra- 
zine hydrate have been used for making a brown iris and lamp 
black and cobalt tannate for a blue iris. Burnt sienna is used if 
a greenish tint is required. 


FACIAL PARALYSIS IN THE NEWBORN INFANT 


To THE Epitor:—Has cortisone been used in the treatment of 
traumatic periphera! facial paralysis of the newborn infant? 
If so, were the results satisfactory and what dosages were 
recommended? If not, would cortisone be of help (as has been 
reported in neuropathy of facial nerve [Bell's palsy]), and 
what would be the recommended dosage? 

M.D., California. 


ANSWER.—I am not aware that cortisone has ever been used 
in the treatment of traumatic peripheral paralysis in new- 
born infants. Its use in the treatment of neuropathy of facial 
nerve was based on the assumption that the condition was due 
to a nonspecific acute inflammatory reaction of the nerve in its 
sheath and that cortisone would relieve the acute edema. In the 
newborn infant the paralysis is due to pressure from forceps 
blades on the nerve somewhere along its course from the stylo- 
mastoid foramen. In spontaneous delivery it is assumed to be 
caused by uterine position in which the head is kept in sharp 
flexion and presses on the shoulder for a period of time before 
and during delivery. The paralysis in both instances is not due 
to inflammation, but pressure. Facial paralysis due to birth injury 
ends in spontaneous recovery in about two weeks. The only rare 
exceptions are in those due to intrauterine position, where the 
characteristic moulding may be observed. The uncommon in- 
stances of central lesions and congenital absence of a branch 
of the facial nerve are, of course, not included in this. Inasmuch 
as the condition is self-limiting, it would appear to be unneces- 
sary to subject the newborn infant to a therapy that might well 
upset the delicate metabolic balance occurring at this time of life. 


ATHEROSCLEROSIS OF RENAL ARTERIES 


To THE Epitor:—I encounter frequently patients of middle age 
or older who have some arteriosclerosis, both with and with- 
out hypertension, who give no history or symptoms of ever 
having had glomerulonephritis. On urinalysis, there is a 
normal specific gravity and a trace to 3 and 4+ albumin. 
Microscopic examination shows a few hyaline and granular 
casts, 2 to 8 pus cells and 2 to 5 red blood corpuscles per 
high-power field. Such urinary findings in a person with hyper- 
tension may be ascribed to arteriolar nephrosclerosis. But 
what of those people who are normotensive? Admittedly, 
some of these people do have chronic glomerulonephritis, but 
it is hard to believe that such urinary findings in a normo- 
tensive arteriosclerotic person can be ascribed to nephritis in 
the majority of cases in which such conditions are found. 
I would appreciate an opinion. M.D., Kentucky. 


ANSWER.—Because there are many reasons for the appear- 
ance in the urine of moderately increased amounts of protein 
and numbers of formed elements, a dogmatic answer is not 
possible. It seems most likely, however, that the most common 
basis for the findings described above is atherosclerosis of the 
renal arteries or their larger branches; chronic pyelonephritis 
might be present in some of these patients, glomerulonephritis 
in others. Any of these states may occur with or without arterial 
hypertension and with or without pertinent histories. 
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CONSTRICTIVE PERICARDITIS 


To THE Epitor:—A 40-year-old man has a history of a few 
months of active pulmonary tuberculosis 20 vears ago. For 
10 years chest x-rays have showed an increase in size and 
density of a shadow around the heart border and decrease of 
electrocardiographic waves (in five years there is a decrease 
of P, T, and R waves to about 50%). After x-ray studies a 
diagnosis of a progressive productive constrictive pericarditis 
was made, probably of tuberculous origin. There were pleuro- 
pericardial and diaphragmatic adhesions. The patient does not 
show any signs of tuberculosis, is in general good health, and 
only lately has developed shortness of breath to even slight 
exertion. Treatment with different antibiotics and other 
medicaments by many doctors does not stop the progressive 
x-ray changes. Operation was refused because of the probable 
tuberculous origin of the process. Is treatment with strepto- 
mycin and p-aminosalicylic acid and isoniazid advisable? 
What dosage is recommended? M.D., Michigan. 


ANSWER.—Because this patient had pulmonary tuberculosis 
20 years ago does not mean that there is active tuberculosis in 
his pericardium at present, and, if he has constrictive pericarditis, 
he should be operated on. The diagnosis of important constrictive 
pericarditis cannot be made on the basis of x-rays alone. If this 
patient has important constrictive pericarditis, he should have 
a low blood pressure, a low pulse pressure, a high venous pres- 
sure, and enlargement of the liver. If the condition is at all 
advanced, he should also have ascites and edema of the ankles. 
Pleural effusion is common. The findings on fluoroscopy are al- 
ways important. A heart that is firmly constricted by fibrous 
tissues has no pulsation. The x-ray will occasionally show cal- 
cification in the pericardium. If the patient has these findings, 
it is believed that he should be operated on. 


CHLOROQUINE 


To THE Epiror:—When taking chloroquine, one tablet daily for 
one year, is it possible that toxic symptoms could manifest 
themselves as falling hair and pruritus of the scalp? There 


are no other symptoms. M.D., Massachusetts. 


ANSWER.—The daily administration of chloroquine for this 
duration is not advised, and consequently no direct information 
exists to judge the incidence of toxic reactions when chloro- 
quine had been administered. It would seem entirely possible, 
however, that the symptoms described are a manifestation of 
chloroquine toxicity, because generalized pruritus has been de- 
scribed as a toxic manifestation when the drug has been given 
daily, or even weekly, over shorter periods of time. It is assumed 
that the tablet of chloroquine used has been 0.25 gm. of the 
salt, equivalent to 0.15 gm. of chloroquine base, rather than the 
tablet used by the armed services, which contains twice the 
amount of drug present in the commercially available tablet. 


ANILINE DYES 


To THE Epiror:—Please comment on what would be in Tintex 
dye that would cause acute hemolytic anemia. 


Francis Lally, M.D., Sharon, Pa. 


ANSWER.—Tintex dye contains up to 20% of aniline dye, 
depending on the number of colors involved. In general dark 
colors use larger percentages of the dye. The bulk of the re- 
maining material in the dye consists of sodium chloride. Aniline 
dyes if taken internally or even if absorbed in considerable 
amounts through the skin (i. e., in newborn infants) may cause 
acute anemias. The mechanism is that of conversion of the 
hemoglobin to methemoglobin. The treatment involves primarily 
oxygen, blood transfusions, and methylene blue. The Tintex 
color remover, in contradistinction to the Tintex dye, does not 
contain aniline dyes but is a combination of sodium hydrosulfite, 
basic zinc formaldehyde sulfoxalate, and tripolyphosphate. If 
taken internally this could have rather serious effects, but they 
would not be in the nature of an acute anemia such as might 
result from the dye. 
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ADMITTING PATIENTS WITH 
CONTAGIOUS DISEASES 


To THE Epitor:—The staff of our local 25-bed general hospital 
has inquired widely concerning procedures to use in admit- 
ting patients with contagious diseases. We find no unanimity, 
particularly in view of the fact that our hospital has obstetric 
patients and on the same floor a somewhat distantly located 
nursery and that we are approved by the Joint Commission 
on Accreditation of Hospitals and, therefore, must meet their 
requirements. We have three rooms, all provided with run- 
ning water, on a different floor from the maternity and infant 
cases. 1. Patients with what known contagious diseases should 
under no circumstances be admitted if we are to comply with 
good hospital practice? 2. What are we to do with patients 
with serious complications, for example, a maternity patient 
with perhaps premature separation who has scarlet fever? 3. 
What reasonable precautions should be taken before admit- 
ting a patient with fever of undetermined origin or a sick pa- 
tient who has also had a known contact with a contagious 
disease that is on the forbidden list? 

M.D., New Hampshire. 


ANSWER.—In order to comply with good hospital practice 
concerning contagious diseases at this New Hampshire hospital, 
the following principles should be observed. As a general rule, 
it would be wise to employ nurses, if possible, who have had 
special training or, at least, some experience in the isolation and 
care of patients with contagious diseases. 1. Patients with the 
following contagious and infectious diseases should not be ad- 
mitted under any circumstances: bubonic plague, yellow fever, 
smallpox, or cholera. Patients with all other contagious and in- 
fectious diseases could be admitted to a small (25 bed) general 
hospital, provided that isolation in a private room would be 
possible, with nurses trained in the care of contagious diseases. 
2. A maternity patient having scarlet fever or any other con- 
tagious or infectious disease should be isolated in a private room, 
in view of the fact that there are three rooms on another floor, 
provided with running water, that should be ideally suited for 
such isolation and observation. 3. In the case of a patient having 
a fever of undetermined origin, before admittance this patient 
should be isolated and observed until a definite diagnosis is 
made. In the case of a sick patient, who has or has had a known 
contact with a contagious or infectious disease, this patient 
should also be isolated and observed until a definite diagnosis 
has been made. 


BLOOD TRANSFUSIONS 


To THE Epitor:—A newspaper recently reported that a patient 
in North Carolina received 192 pints (90,854 cc.) of blood in 
10 days in an effort to control hemorrhage. This person was 
an hemophiliac, and it is presumed that citrated blood was 
used. In my experience the use of citrated blood in the con- 
trol of functional or idiopathic bleeding is of little value, 
since the transfused blood has already been rendered devoid 
of any coagulating properties. On the other hand, the trans- 
fusion of whole uncitrated blood, by direct means, may be 
lifesaving. Please comment. M.D., Illinois. 


ANSWER.—It is axiomatic that when hemorrhage occurs the 
most important step is to control the bleeding by direct pressure, 
or, if necessary, by ligation of blood vessels. When the bleeding 
point is inaccessible, or where the bleeding is uncontrollable 
because of a blood dyscrasia such as hemophilia, transfusions 
must be given to make good the blood loss, until the bleeding 
stops spontaneously. For this purpose fresh citrated whole blood 
and unmodified blood are equally effective, with certain limita- 
tions given below. The transfusion of unmodified blood by a 
syringe-valve method has a number of disadvantages that have 
caused this technique to fall into disfavor. Because of the in- 
frequent demand for such blood transfusions, very few physi- 
cians are adept at performing them. The donor must lie beside 
the patient, so that his blood can be pumped directly through 
the apparatus into the patient. The blood must be pumped into 
the patient’s circulation very rapidiy before clotting can occur, 
and, as a result, deaths from acute cardiac dilatation have 
followed such transfusions. Moreover, the necessity to keep on 
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call donors who can respond immediately when needed limits the 
availability of blood. Finally, the passage of the blood through 
the apparatus causes incipient coagulative changes that reduce 
the hemostatic effect. It is not necessary to enumerate here again 
the advantages of bank blood. Of course, old bank blood has 
little or no hemostatic action, because of the deterioration of 
platelets, antihemophiliac globulin, and denaturation of the 
fibrinogen. On the other hand, fresh citrated blood or blood 
stored in anticoagulant acid citrate dextrose solution for not 
more than two days in the refrigerator has all the hemostatic 
properties of fresh blood, except that the calcium is bound in an 
unionizable form by the citrate. However, citrate is nontoxic 
and is rapidly metabolized and excreted by the body. But, when 
large amounts of citrated blood are transfused within a short 
time, as in the case of hemophilia cited by the correspondent, 
so that there has not been enough time to metabolize or excrete 
the citrate, eventually the blood vessels may contain nothing but 
citrated incoagulable blood. Therefore, in bleeding patients 
where massive transfusions are needed, 10 cc. of a 10% solution 
of calcium gluconate should be injected intravenously after each 
liter of blood, directly through the cannula into the vein in order 
to avoid clotting in the apparatus. Failure to exercise this pre- 
caution may lead to continued bleeding, which will stop, how- 
ever, upon injection of calcium gluconate, 

In the case referred to by the correspondent, failure of the 
patient to respond to the blood transfusions was probably not 
due to the use of citrated blood but to the fact that the patient 
had become immunized to antihemophiliac globulin by previous 
transfusions. Thus such hemophiliacs have a circulating anti- 
coagulant, nullifying the hemostatic effect of transfusions of 
fresh blood or plasma. Luckily, this serious complication occurs 
in only a minority of hemophiliacs receiving blood transfusion. 
Obviously, the direct transfusion of whole unmodified blood 
would have no special advantage in such cases. 


CHRONIC CHOLECYSTITIS 


To THE Epiror:—What is the nonsurgical treatment of chronic 
cholecystitis, the diet that should be followed, and any drugs 
that might be used? I am thinking mostly of the condition as 
it relates to the elderly. M.D.., Florida. 


ANSWER.—There is no nonsurgical treatment of chronic 
cholecystitis or cholelithiasis that can be considered definitive 
therapy. Frequently the symptoms of chronic gallbladder disease 
can be kept at a minimum by a dietary program that promotes 
tranquility of the digestive tract, as a whole. A bland diet, such 
as is used for irritable colon, is the most satisfactory, since it 
eliminates foods that cause hypersecretion and hypermotility. 
Rigid restriction of fat in the diet is not necessary or advisable 
unless the patient is overweight. The drinking of hot water and 
the use of heat on the abdomen tends to relieve spasm and 
reduces the severity of the distress. Ten minims (0.65 gm.) of 
tincture of belladonna may be given three times a day as a mild 
antispasmodic. Antibiotics are not indicated in the day-to-day 
management of chronic gallbladder disease and should be re- 
served for use in acute cholecystitis, which may occur as a 
complication. 


CANCER AND DIABETES 


To tHE Epitor:—/. Has research discovered any difference in 
the ionization factors of the blood of a normal person and 
a patient with cancer? 2. Is it true that in a person with 
long-standing diabetes cancer is practically never found, infer- 
ring that a mild ketosis or acidosis is a guard against carcino- 


genesis? L. W. Holland, M.D., Chamberlain, S. D. 


ANSWER.—Plasma and cellular electrolyte alterations, as well 
as any concomitant pH changes, have been found to be second- 
ary to a disturbance of the metabolism of the involved organs 
or to a disturbance of the nutrition of the host or to be a con- 
sequence of the necessary cancer surgery. Although Slosse and 
Reding (Le Cancer 4:442, 1929) reported “an alkalosis” in most 
of the 200 patients they studied, this observation has not been 
substantiated in more recent careful investigations. Hypokalemic 
and hypochloremic alkaloses were frequently observed, but 
hyperchloremic acidosis, renal acidosis, and diabetic acidosis 
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were not unusual. The incidence of cancer in the diabetic popu- 
lation has been shown to be significantly increased. Joslin and 
others (Treatment of Diabetes Mellitus, ed. 8, Philadelphia, Lea 
& Febiger, 1946) reported that 8.9% of all deaths of the diabetic 
patients attending the Baker Clinic from 1925-1940 were due 
to cancer. Jacobson (Milbank Mem. Fund Quart. 29:90, 1948) 
found that, statistically, the risk of cancer in the diabetic popu- 
lation was as much as eight times greater than in the nondiabetic 
population. Many observations have appeared in the literature 
of hyperglycemia in cancer patients; a notable example is Stanley 
Way’s report of the presence of diabetes in 31% of the patients 
with carcinoma of the corpus uteri (J. Obst. & Gynaec. Brit. Emp. 
61:46, 1954). Thus, there would appear to be no basis for the 
inference that ketosis or acidosis is a guard against carcino- 
genesis. 


INFECTIOUS MONONUCLEOSIS 


To THe Epitor:—What is the incidence of rupture of the spleen 
in infectious mononucleosis, and is it sufficiently high to justify 
keeping asymptomatic patients with splenomegaly at bed rest? 
Could such patients safely resume attendance at school or 

9 
other light activity: M.D., Texas. 


ANSWER.—Among 105 examples of bona fide (documented 
by at least one characteristic differential white blood cell count 
and positive heterophil test) atypical infectious mononucleosis 
culled from the literature there are 12 cases of ruptured spleen. 
This hardly reflects its true incidence, as this consultant has 
knowledge of three unreported cases. A personal communication 
received this week from a physician in charge of the medical 
service in a large military hospital overseas mentions two cases 
occurring there. There has been no instance of a ruptured spleen 
among 600 students treated for this disease at a large university. 
About once a year it is necessary to extend a‘student’s period 
of hospitalization solely because of persistent splenomegaly of 
more than three fingersbreadth. Provided there are frequent 
physical checks and the danger explained, patients with less than 
two fingersbreadth enlargement may be permitted light activity 
when afebrile. This complication usually occurs late in the ill- 
ness. It has been reported as occurring in patients continuously 
at bed rest, but more frequently there is a history of trauma. 


HEADACHE FOLLOWING COITUS 


To THE Epitor:—A 42-year-old man who has been married 12 
years complains that for the past two years he has had severe 
migraine headaches regularly on the day following marital 
relations. The pains usually start around noontime, last for 
12 to 24 hours and do not respond to sedatives, caffergot, 
Fiorinal, or other analgesics. Physical and laboratory findings 
(urine and blood) are normal, and there are no physical or 
emotional problems in the marital relations cf the couple. 
Suggestions for treating this patient will be appreciated. 


M.D., New York. 


ANSWER.—A migraine-type headache may not infrequently 
follow coitus by 24 hours or more, and it may last for a con- 
siderable time. Over 50% of these headaches are found in people 
who have an unsatisfactory sex life. Freedom from emotional 
problems should not be concluded from one examination but 
should be checked and rechecked, as emotional problems are 
frequently deep seated. Pressures are operative in many of these 
cases, and conflicts are frequently at the root of the trouble. 
These elements may be so obscure as to be totally unknown 
to the sufferer. These patients, as a rule, do not respond to drugs. 
Selected patients may respond favorably to psychotherapy. 


LUPUS ERYTHEMATOSUS 


To THE Epiror:—/s 2%pantothenyl ointment a recent topical 
treatment for lupus erythematosus? 


L. Edward Giovine, M.D., Woodside, N. Y. 


ANSWER.—According to a report in the A. M. A. Archives 
of Dermatology and Syphilology (Welsh, A. L., and Ede, M.: 
69:732, 1954), use of the ointment seemed to afford some addi- 
tional response in patients who were being treated with massive 
doses of oral pantothenic acid derivatives and vitamin E., 
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